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Diseases of the Eye. Ear, Nose and Throat 


An unusual Symposium in the November Medical Clinics 
designed primarily for the general physician. Leading 
specialists tell how to manage those eye conditions 


See SAUNDERS Advertisement on next 2 pages 


which can be treated safely by the non-specialist. 
Nine articles give practical application of diagnostic 
and therapeutic advances in otolaryngology. 
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A completely current picture of diagnosis, 


therapy and management of the sick heart 


New (2nd) Edition 


Friedberg’s 
Diseases the Heart 


Nowhere else today can the physician interested in 
heart disease find so much practical and useful infor- 
mation on the recognition, treatment and understand- 
ing of every type of cardiac disorder. 


The approach throughout is from the point of view of 
pathologic physiology, with brilliant delineation and 
interweaving of all the various factors of dysfunction 
that together make up the picture of a sick heart. 
You will see the elements that may precipitate heart 
disease; the progression of the disease with its attend- 
ant structural and functional changes; the symp- 
toms and signs that these changes may produce; how 
the recommended therapeutic measures may combat, 
arrest or compensate for the dysfunctions present. 


The up-to-dateness of the volume is startling. Dr. 
Friedberg managed, right up to press time, to pin- 
point and include all significant advances in diagnosis 
and therapy. 


In this new edition you will find 3 entirely new chap- 
ters on graphic methods of cardiac examination—en- 
compassing roentgenologic examination, electrocardi- 
ography, vectorcardiography, ballistocardiography, 
cardiac catheterization, etc. 


Extensive attention in this revision has been devoted 
to cardiac surgery, particularly the new direct vision 
techniques. The indications for surgery are carefully 
presented, along with clear information on contraindi- 
cations, pre- and postoperative care plus concise de- 
scriptions of the operative techniques themselves. 


You will find hundreds of new discussions on vital 

*topics like these: Treatment of Intractable Heart 
Failure — Digitalis — Quinidine — Pronestyl — 
Mercurial Diuretics—Low Sodium Diets—Resins— 
Antituberculous Drugs—Radioactive Iodine in An- 
gina Pectoris—Treatment of Rheumatic Fever with 
Corticosteroid Hormones — Mephyton to Control 
Bleeding—Inflow Stasis—Hypothermia—External 
Shunts — Pump-Oxygenators — New Methods of 
Segmental Closure—Cholesterol Metabolism—De- 
fibrillation— Wolff-Parkinson-White Syndrome— 
Diagnostic Tests for Pheochromocytomia—Jugular 
Vein Tracing—Induction of Hyperchloremie Acid- 
osis with Diamox—Coronary Atherosclerosis—Use 
of Cardiac Massage — Vectorcardiographic Find- 
ings in Cardiac Hypertrophy. 


If you can use a wealth of information on circulatory 
failure; the cardiac arrhythmias; diseases of the coro- 
nary arteries and coronary heart disease; structural 
abnormalities of the heart; you will surely find it 
here. This volume is a storehouse of just about all 
the worthwhile information on heart disease available 
today. 


By CHARLES K. FRIEDBERG, M_D., Attending Phy- 
sician, Mount Sinai Hospital, New York; Associate 
Clinical Professor of Medicine, College of Physicians 
and Surgeons, Columbia University. 1161 pages, 
7’x10”, with 155 illustrations. $18.00 

New (2nd) Edition. 


Use handy SAUNDERS form on opposite page to order ——> 
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From Philadelphia, a remarkably useful Symposium 


in the November Medical Clinics of North America 


Consulting Editors: Francis 


Heed Adler & Harry P. Schenck 


Diseases of the Eye, Ear, Nose and Throat 


for the General Practitioner 


Contents 


Functional Examination of the Eye—Harry S. Weaver, Jr. 
First Aid in Eye Injuries—John S. McGavic 


Inflammatory Conditions of the Lids and Conjunctiva That 
Can be Handled by the General Practitioner—W. E. Fry 


Arteriosclerosis of the Intraocular Blood Vessels—Glen 
Gregory Gibson 


Ocular Diabetes—H. Walter Forster, Jr. 
Strabismus in Children—P. Robb McDonald 


What the General Physician Should Know About Diseases 
of the Uveal Tract—ZIrving H. Leopold 


What the General Physician Should Know About Corneal 
Disease—Irving H. Leopold 


What the General Practitioner Should Know About Ocular 
Surgery—Harold G. Scheie 
@ 


Allergy of the Nose and Paranasal Sinuses—Herbert P. 
Harkins 


Hoarseness—F. Johnson Putney 
Nontumorous Lesions of the Mouth—Louis E. Silcox 


The Unsolved Problem of the Tonsils and Adenoids— 
Matthew S. Ersner and Sidney S. Lerner 


Poliomyelitis in Relation to Tonsillectomy—Bernard J. 
Ronis 


Hearing Loss—Fred Harbert 

Tinnitus—Julius Winston 

Vertigo—Benjamin H. Shuster 

Modern Medication in Otolaryngology—Philip A. Marden 


The first section in this unique Symposium gives the gen- 
eral practitioner exactly the information he needs to differ- 
entiate cases he may treat safely himself from those calling 
for immediate help of an ophthalmologist, The authors, all 
eminent specialists, tell specifically how to manage eye 
cases falling within the province of the family physician. 
The second section contains expert guidance in common 
problems of otolaryngology. 


The MEDICAL CLINICS OF NORTH AMERICA are books, 
not journals. They carry no advertising. Each bimonthly 
number has about 300 pages of practical, up-to-date clinical 
instruction. Each number is devoted to a Symposium topic 
requested by subscribers. Leading American internists are 
invited to contribute. Only proven methods of diagnosis and 
treatment are presented. Each number contains a Cumu- 
lative Index of all topics discussed during that year. The 
current November number contains a 3-year Cumulative 
Index. PRICE: $18.00 per year, cloth bound. $15.00 per 
year, paper bound (for all 6 books). 


FORTHCOMING NUMBERS: January Number From 
Chicago—T he Sick Heart. March Number, Nationwide—The 
Efficacy of New Drugs. 


W. B. SAUNDERS COMPANY 
West Washington Square, Philadelphia 5 


Please send and charge my account: 


MEDICAL CLINICS OF NORTH AMERICA (starting Nov. 1956) 


Clethbound $18.00 Paperbound $15.00 
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For many cases of mild to moderate hypertension— 


(reserpine CIBA) 


In many cases of hypertension, Serpasil alone reduces 
blood pressure gradually and effectively to desired levels. 
In addition, Serpasil tranquilizes the patient, lessening 
anxiety and tension. When the more powerful antihyper- 
tensive, Serpasil-Apresoline, is indicated, priming ther- 
apy with Serpasil adjusts the patient to the physiologic 
milieu of lower pressure. 


Dosage Plan: Serpasil 
1. Start with Serpasil alone, 0.5 mg. daily. 


~ 2. Continue for 10 to 20 days. If results prove satisfactory 
. —as they will in many cases—no other medication is 
required. Later the Serpasil dosage may be reduced to as 

little as 0.1 mg. daily for maintenance. 


Tablets: 0.1 mg. (white), 0.25 mg. (white, scored), and 1.0 mg. 
(white, scored). 

Elizir: 0.2 mg. per 4-ml. teaspoonful. 

Parenteral Solution: 2.5 mg. per ml., in 2-ml. ampuls. 
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all categories 


For moderate to severe refractory hypertension— 


hydrochloride 
(reserpine and hydralazine hydrochloride CIBA) 


When the reduction of blood pressure is a therapeutic 
imperative, Serpasil-Apresoline can be relied upon for 
potent antihypertensive action. The benefits of this com- 
bination include... 


* combined central and peripheral antihypertensive 
activity 

* reduction of systolic and diastolic pressure 

* low incidence of side effects 

slowing of heart rate 

¢ improvement of renal blood flow 

* significantly lowered dosage levels of the constituent 
drugs 


Dosage Plan: Serpasil-Apresoline 
3. Should more than the central antihypertensive effect of 
Serpasil be required, combined central and peripheral 
antihypertensive therapy with Serpasil-Apresoline stand- 
ard-strength should be initiated—one tablet 4 times a day. 


4. When reduction of dosage is indicated, Serpasil-Apreso- 
line half-strength should be used—one tablet 4 times a day. 


Tablets Standard-strength (scored), each containing 0.2 mg. 
Serpasil and 50 mg. Apresoline. 
Tablets Half-strength (scored), each containing 0.1 mg. 
Serpasil and 25 mg. Apresoline. 
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NEW!—From one of the oldest and largest children’s hos- 
pitals in the country, comes this invaluable new practice 
manual. With bull’s-eye accuracy Dr. Kiesewetter and his 
15 collaborators have put their fingers on those points— 
emotional as well as physical—of uppermost importance in 
meeting the specialized problems presented. 

The authors stress very pointedly the fact that children cannot 
be treated simply as small adults. Therefore, of great signifi- 
cance is the chapter dealing with the emotional impact 
imposed upon the child surgical patient, and the successful 
management of resulting problems. 

All aspects of Anesthesia are considered. There are chapters 
on Fluid and Electrolyte Balance, Normal and Abnormal Post- 
operative Periods, Care of the Wound, and Oxygen Therapy. 


The major portion of the book is devoted to Specific Pre and 


Postoperative Considerations. Virtually every surgical dis- 
order or problem you may ever see is dealt with, including 
orthopedic, neurosurgical, plastic, ete. All facts and guidance 
are presented in 1, 2, 3 sequence. For example: required 
studies of the patient, elective studies, differential considera- 
tions, preoperative treatment and orders, postoperative man- 
agement and orders, trouble signs, prevention and treatment 
of complications—everything indeed which will contribute to 
better end results for the patient, at the same time lighten- 
ing the tasks of surgeon, pediatrician or family physician. 
To our knowledge, no other book in the English language 
accomplishes the objective so admirably achieved by this 
new manual. 


By 16 Authorities. Edited by William B. Kiesewetter, M.D., Associate Professor 
of Surgery, School of Medicine, University of Pittsburgh; Surgeon-in-Chief 
Children’s Hospital of Pittsburgh. 360 pages; illustrated. $7.00 


Steegmann’s | Examination of the Nervous System 


NEW!—Errors in neurologic diagnosis are frequently due 
to the examiner’s failure to recognize significant signs, or 
even to understand fully how to elicit them. 


The aim, therefore, of this practical, pocket-size manual is to 
set forth clearly and simply the practical essentials of neuro- 
logic history-taking and the basic techniques of the neurologic 
examination. Dr. Steegmann has written especially for the 
non-specialist who recognizes the need for refresher training 
in this important, but too often overlooked aspect of general 


PUBLISHERS 


0 Pre and Postoperative Care in the Pediatric Surgical Patient, $7.00 


medical practice. The book is ideal for teaching purposes. 


As a teacher of long experience, the author is well aware of 
the pitfalls facing the “occasional” diagnostician of neurologic 
disorders. Accordingly, he has taken special pains to mark the 
specific paths of procedure, define the line of objective inter- 
rogation and sharply focus the powers of visual observation 
which, when applied in unison, lead to definitive diagnoses. 


By A. Theodore Steegmann, M.D., Professor of Medicine (Neurology), University 
of Kansas School of Medicine. 128 pages; illustrated. Approx. $4.00 


The Year Book Publishers, Inc. 
200 East Illinois Street, Chicago 11, Illinois 


Please send the following for 10 days’ examination. 


([] Examination of Nervous System, Approx. $4.00 


JAMA 11-3- 56 
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circu | a U 10n BY PAUL WOOD, M.D., F.R.C.P. 


new, revised and enlarged 2nd edition 


A new, revised and augmented edition of this standard work on 
cardiology—a book filled with sound, useful clinical interpretations. 


NEW technics and recent advances 


NEW material on the modern interpretation of symptoms and physical signs 
taking into account recent physiological research 


NEW expanded coverage of such topics as cardiac catheterization, angio- 
cardiography, phonocardiography and respiratory function 


NEW research results on congenital heart disease—an exhaustive account of 
this fundamental aspect of cardiology 


NEW information on mitral, aortic and tricuspid valve disease, modern treat- 
ment by antibiotics, diagnosis of pericardial effusion and Pick’s disease, 
ischemic heart disease, medical treatment of hypertension and a host 
of other important topics 


In a style which is crisp and free from verbosity and pedantry, Dr. Wood pre- 
sents a text completely up to date in the light of the latest work in the field. 
Fully illustrated with graphs, phonocardiographs, pressure tracings and clini- 
{ cal photographs—a comprehensive, easily consulted reference source. 


1,005 Pages 514 Illustrations $15.00 
Revised and Enlarged 2nd Edition, 1956 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. in Canada—4865 Western Avenue, Montreal 6, P.Q. 


Please enter my order and send me: 


] Diseases of the Heart and Circulation........ $15 
Name (-] Convenient monthly payments 
PHILADELPHIA. Street (_] Charge my account 
MONTREAL 
City Zone........ Check enclosed 
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FLEXIBLE ARTHRITIS THERAPY 
with BUFFERIN’ 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. “A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.””* 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


you think best, but for better results combine it with 
BuFFERIN, a salicylate preparation proved to be well 
tolerated by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each Burrerin tablet contains 5 grains of acetyl- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


REFERENCES: 
1. J.A.M.A. 159:645 (Oct. 15) 1955. 
2. J.A.M.A. 158: 386 (June 4) 1955. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 
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pleasant tasting 


Antepar 


CITRATE’ 
PINWORMS ROUNDWORMS 


ELIMINATE pinworms in one week 
roundworms in one or two days 


The reputation of piperazine, as an efficient anthelmintic for entero- 
biasis and ascariasis, was built upon results of extensive clinical trials 
with **ANTEPAR’ Citrate brand Piperazine Citrate. 


Write for pads of direction sheets for patients. 
SYRUP of ‘ANTEPAR’ Citrate brand Piperazine Citrate 
TABLETS of ‘ANTEPAR’ Citrate 250 mg. or 500 mg. 


Br BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, N. Y. 
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alive today! . like 400,000 other Americans cured of cancer 


Let’s give our doctors a chance. Thousands of Americans are 
being cured of cancer every year. But too many are losing 
their lives needlessly because they failed to consult their 
doctors when the disease was in its early ... and therefore 
more curable... stage. 

Form the life-saving habit of a head-to-toe physical 
checkup once a year. For men, this should include a chest 


x-ray; for women, a pelvic examination. Make it a habit 
... for life. 


who went to their doctors in time 


American 
Cancer Society 
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on request 


an anticoagulant 


closely approaching 


the “ideal” 


PROTHROMADIN 


Complete 
literature 


to physicians 


(Warfarin Sodium*—G. F. Harvey) 


Previctasie resuits? 
© RELATIVELY UNIFORM RESPONSE? 
@ EARLY, SMOOTH, PROLONGED ACTION? 


reaviy controuen? 


PROTHROMADIN provides low-dosage, well-tolerated 
protection for both prophylactic and therapeutic use® . . . 
prolongs clotting time by reducing prothrombin concentration. 


INDICATIONS: Postoperative and post-partum thrombophlebitis, 
intravascular clots, pulmonary embolism, acute embolic and 
thrombotic occlusion of peripheral arteries, recurrent idiopathic 
thrombophlebitis, heart disease with auricular fibrillation 

and mural thrombi, and as an adjunct in coronary occlusion 

and myocardial infarction. 


DOSAGE: For adults, an initial single dose of 75 mg. 
For maintenance, 5 to 10 mg. daily, determined 
by prothrombin clotting time. 


SUPPLIED: White scored tablets, 10 mg. each, and 
red scored tablets, 25 mg. each, bottles of 25 and 100. 


1. Pollock, B. E.: JAMA 159:1094 (Nov. 12, 1955). 
2. Shapiro, S$. and Gordon, S. M.: Scientific Exhibit, AMA, 1955. 
3. Shapiro, S.: The Surgical Clinics of No. America 36:1 (April, 1956). 


*Manufactured under license from Wisconsin Alumni Research Foundation, U.S. Pat. No. 2,427,578. Other patent applied for, 


¢ SARATOGA SPRINGS, NEW YORK 
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Ou all 


“Bacteria can develop only a limited resistance 
to the nitrofurans in vitro.””4 


“At the end of the experiment, the sensitivity 
of these bacteria to this drug [FURADANTIN] 
was determined and found to be the same as 
before the experiment.” 


“It is noteworthy that this drug [FURADANTIN] 
shows no tendency to permit development of 
resistant bacterial strains in vitro.’’4 


“Microorganisms, in vitro, dia not appear to 
develop resistance to FURADANTIN.”* 


“FURADANTIN is a chemical agent of the 
nitrofuran group. ... Most important is the 
fact that they show little tendency to permit 
the development of bacterial resistance.”’* 
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BRAND OF NITROFURANTOIN 


5 years of extensive use in 


13 


genitourinary tract infections demonstrate 
negligible development of bacterial resistance 


In addition to the significant lack of development of resistant 
bacterial mutants attending therapy with FuRADANTIN, unexcelled 
effectiveness and a wide margin of safety combine to make it an agent 
of choice in the treatment of pyelonephritis, cystitis and prostatitis. 
FURADANTIN .. .“‘may be unique as a wide-spectrum antimicrobial 
agent that is bactericidal, relatively nontoxic, and does not invoke 
resistant mutants.’ 


effective 

e rapid antibacterial action against a wide range of gram-positive 
and gram-negative bacteria and organisms resistant to other agents 
including Proteus, and certain strains of Pseudomonas 

@ negligible development of bacterial resistance 

@ no cross-resistance to other antibacterials since FURADANTIN 
is unrelated chemically to antibiotics or sulfonamides 

@ effective in the presence of blood, pus and urine 


excellent tolerance 

@ no reports of injury to kidneys, liver or blood-forming organs 

e@ no cases of blood dyscrasia, monilial superinfection, crystalluria 
or staphylococcic enteritis ever reported 

®@ no cross-sensitization to other drugs 

@ side effects, such as headache, dizziness, diarrhea and pruritus ani, 
are rarely associated with FURADANTIN therapy 

FURADANTIN DosaGE: Average adult dose is four 100 mg. tablets 

daily; 1 tablet during each meal and 1 on retiring, with food or milk. 

Average dosage range for children is 5 to 7 mg. per Kg. per 24 hours. 

SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. 

Oral Suspension (5 mg. per cc.), bottle of 118 cc. 

FURADANTIN Sensi-Discs for bacterial sensitivity tests are avail- 

able from Baltimore Biological Laboratories. 


REFERENCES: 1. Poul, H. E., et al.: Proc. Soc. Exp. Biol., N. Y. 79:199, 1952. 2. Mintzer, S., et ol.s 
Antibiotics 3:151, 1953. 3. Abrams, M., and Prophete, B.: Missouri M. 51:280, 1954. 

4. Dodson, A. |., and Hill, J. E.: Virginia M. Month. 82:385, 1955. 5. Lowsley, O. S., ond 

Kerwin, T. J.: Clinical Urology, Boltimore, Williams & Wilkins Company, 1956, ed. 3, pp. 981-982. 
6. Waisbren, B. A., and Crowley, W.: A.M.A. Arch, Int. M, 95:653, 1955. 


FURADANTIN— 

one of the nitrofurans- 
a new class of 
antimicrobials — 

neither antibiotics 

nor sulfonamides 
EATON 
LABORATORIES 
NORWICH, N.Y. 
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BORN” never leaves your office 


HEN you own a Sanborn Viso- Sanborn man were always standing by, 

Cardiette, you find that service— ready to help you get the greatest use- 
in many forms — is always present in fulness from your Viso-Cardiette. Here 
the ownership picture. It’s just as if a are the ways Sanborn serves you: 


Because of Company policies Sanborn Branch Office men, centrally 
located throughout the country, have a direct responsibility towards your 
complete and continuing satisfaction with the Viso. They have special 
abilities, and complete stocks of supplies, accessories and instruments 
are quickly available at all times. 


Engineers at the home office — the men who designed and built 
your Viso — also may be consulted at any time on the technical aspects 
of special applications or problems. 


The popular, bi-monthly “Technical Bulletin”, shown at left, has 
been sent free-of-charge to owners for the past 35 years. It gives you and 
your technician helpful, current information on ECG and BMR testing 
techniques .. . typical questions and answers based on fellow-users’ 
experience . . . facts about new Sanborn equipment and accessories. 


A fourth way Sanborn serves you is through advanced instruction 
in instrument use . . . available as correspondence courses at small cost, 
The thousands of people who have completed these courses, together 
with those currently enrolled, attest to their value and acceptance. 


Your local Sanborn Representative will be glad to tell you in detail about 


any of these regular services . . . that “never leave your office’ when 
Y you're a Sanborn owner. 
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the patient who is “tired all the time” 


_ the trouble is often psychogenic 
With ‘Dexamyl’;-you can-kelp many-ef-your-patients with 


this common and unnerving condition. The two mood-ameliorating 
components of ‘Dexamyl’ work synergistically to provide 
a unique salutary effect which subtly replaces both depression 
and afixiety with a renewed sense of cheerfulness, confidence 
and optimismi=thereby helping to restore the ability to think and work. 


Dexamyl' tablets - elixir - Spansule' capsules 


Each ‘Dexamyl” Tablet or teaspoonful (6 ce.) of the Elixir contains; 
Dexedrine« sulfate, S.K.F.), mg., & amobarbital, 44 gr. 


‘Dexamy|’ Spansule capsules are available in two strengths: ’ 
(1) ‘Dexedrine’, 10 mg., & amobarbital, 1 gr.; (2) ‘Dexedrine’, 15 mg., & amobarbital, 144 gr. |, 


Smith, Kline & French Laboratories, Philadelphia 


*T.M, Reg, U.S. Pat. Off. 
} +T.M. Reg. U.S. Pat. Off, for sustained release capsules, 5.K.F. 
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adds the growing promise 


HYDROCHLORIDE 
Promazine Hydrochloride 10-(-y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


‘ 
| 


@ SPARINE Hydrochloride provides dramatic control of 
agitation in the acute psychotic, acute alcoholic, and 
drug addict. Especially promising has been the minimal 
toxicity observed—no case of liver damage has been 
reported. 


In a new study, Shea and others’ find SPARINE effective 
for control of a wide range of conditions associated 
with various medical emergencies. In a series of 47 
cases the authors found: 


"In all but 2 cases the doses used (25 to 200 mg.) per- 
mitted satisfactory control of such . . . problems as agi- 
tation, anxiety, nausea, vomiting, pain, and hiccoughs.”" 
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Jor best results 


... use The Journal AMA 


classified advertisements 


Tue JouRNAL’s Classified columns are being used regularly and with an outstanding 
record of proven success! Write for rates on personal and commercial classified ads. 
For current issue, ad must reach us by Friday Noon, 15 days in advance. 


ADVERTISING DEPARTMENT 

JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 
CHICAGO 10, ILLINOIS 
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differs from “timed-action” tablets 


An “enteric coated” tablet supplies one dose 
of medication whose absorption is delayed by 
a chemical barrier until the tablet has passed 
through the stomach and into the intestine. 


8 12 


The ‘Spansule’ sustained release capsule provides a continuous supply 
of medication for absorption over an 8 to 10 hour period. The therapeutic 
effect is prompt, sustained and uninterrupted for 10 to 12 hours. 


‘Spansule’ capsules offer your patients 3 long-sought advantages: 


1. Uninterrupted therapeutic effect lasting 10-12 hours. 
2. Smoother, more uniform action. 
3. Convenience—just one dose daily. 


‘Spansule’ capsules give the physician far better control of his patient's 
therapy: when the patient is on a ‘Spansule’ capsule regimen, there is 
little chance of the frequent “forgotten doses’’—and consequent 
medication-free intervals—so common with t.i.d. or q.i.d. dosage. 


‘Spansule’ capsules are made only by Smith, Kline & French Laboratories, Philadelphia 


first x in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. Patent Applied For. 


How the Spansule* sustained release capsule 


» A layered “‘timed-action” tablet supplies two 
4 doses, the second of which is delayed by an 4 
enteric coating. The “‘timed-action” tablet enables : 
a patient to take two single doses in one tablet but 
q it does not do away with the “‘peak and valley” 
Z effect of b.i.d. dosage. 


see other side * 
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When your hypertensive patient needs 
prolonged control of blood pressure and gentle relaxation . . . 


Eskaserp* Spansule* 


reserpine, S.K.F. sustained release capsules, S.K.F. 


When your patient needs 
smooth and subtle relief of both anxiety and depression . . . 


Dexamyl Spansule* 
Dexedrine* plus amobarbital sustained release capsules, $.K.F. 


No. 1: ‘Dexedrine’, 10 mg., and amobarbital, | gr. 
Two strengths No. 2: ‘Dexedrine’, 15 mg., and amobarbital, 114 gr. 


When your obese patient needs 
day-long control of appetite in weight reduction. . . 


Dexedrine* Spansule* 


10 mg. & 15 mg. dextro-amphetamine sulfate, S.K.F. sustained release capsules, S.K.F. 


When your nervous, irritable patient needs 
continuous, soothing sedation . . . 


| Eskabarb* Spansule* 


1 gr. & IVA gr. phenobarbital, S.K.F. sustained release capsules, S.K.F. 


When your tense, excitable patient needs 
lasting relief from visceral spasm or peptic ulcer... 


Prydonnal* Spansule* 


atropine, scopolamine, sustained release capsules, S.K.F. 

hyoscyamine plus phenobarbital 

0.4 mg. plus 1 gr Also available: Prydon* Spansule* capsules, 0.4 mg. and 0.8 mg.— 
ae : belladonna alkaloids without phenobarbital 


‘ When your allergic patient needs 
uninterrupted antihistamine protection . . . 


= x 

7 | Teldrin Spansule 
| chlorprophenpyridamine maleate sustained release capsules, S.K.F. 

a ‘Spansule’ capsules are unique—in manufacturing process, if 
appearance and in principle of action. The hundreds of tiny, 
"3 sustained release of medication . over a prolonged period of time variously coated pellets in each capsule assure a release 0! 

oof medication which is uniform, continuous and prolonged—regaté- 
ae Pipl a less of individual variation in pH and motility of the intestind 
tract. 


Smith, Kline & French Laboratories, Philadelphia 


first in sustained release oral medication # TM. Reg. USS. Pat. Off. Patent Applied For 


@ see other side 
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FOR SURFACE PAIN AND ITCHING 


CONTAINS: Ethy!l-p-amin- Burns Post-episiotomies 
oxyquinoline benzo- H hoid punde 
ate 0.39%, in a bland, ae 
Exanthemas Wound Debridement 


water-soluble vehicle; inert al 
propellent. Dermatoses Cuts, sions, etc. 


Americaine Aerosol is the only aerosol containing 
20% dissolved benzocaine. Just point nozzle and 
press button. Quick and easy to apply, painless 
in application. Sanitary, no need for manual ap- 
plicators. Permits wide coverage quickly. 


NOW 3 SIZES 


11 oz. size for 
professional use. 


5.5 oz. and 3 oz. 
sizes for patient use. 


to reduce cough 
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| nasal congestion 


minute 


(naphazoline hydrochloride CIBA) 


Nasal Solution, 0.05% 

Nebulizer, 0.05% Cc M 4 
Nasal Jelly, 0.05% 

Ophthalmic Solution, 0.1%, for 
conjunctival vasoconstriction 
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Medical Care for Military Dependents « « 
Jenkins-Keogh Proposal Revived for Next Congress 
Burney Announces PHS Top Personnel Shifts + « 
Foreign Service Openings for Public Health Nurses « 
Venereal Disease Program Moved to Atlanta, Ga. ¢ * 


MEDICAL CARE FOR MILITARY DEPENDENTS 


By now 24 state medical societies have completed, or 
are in the process of, negotiation of contracts with the 
Defense Department for providing medical care to 
dependents of uniformed personnel. Society represent- 
atives bring to Washington a model local fee schedule, 
with at least 200 of the 700 items filled in with charges 
suitable to their areas. This is checked over with De- 
fense Department officials, as are other provisions of 
the model contract. State societies are not required to 
accept all provisions of the contract drawn up by the 
Defense Department but are free to negotiate for any 
changes that would be more suitable in their particular 
situation. 

When the program goes into effect Dec. 7, fiscal or 
disbursing agents selected by the state societies will be 
in charge of handling billings from physicians and 
making- payments to them from Defense Department 
funds. To date the following state societies have com- 
pleted or have started their contract negotiations: 
Michigan, California, Washington, Colorado, New 
York, Minnesota, Indiana, North Carolina, Oregon, 
Connecticut, Wisconsin, Massachusetts, Maryland, 
New Jersey, New Hampshire, Vermont, Rhode Island, 
Iowa, Illinois, Nebraska, and Montana. 


REVIVAL OF JENKINS-KEOGH PROPOSAL 


One of the sponsors of the long-standing Jenkins- 
Keogh proposal for establishment of individual tax- 
free pension plans has been laying groundwork for a 
revival of the legislation in the next Congress. Rep. 
Eugene Keogh (D., N. Y.) has written his colleagues 
in Congress urging them to endorse the proposal dur- 
ing their election campaigns. When the next Congress 
convenes the bill will be reintroduced, possibly with 
an amendment to permit a “take-down” of funds, Mr. 
Keogh wrote. This would permit physicians and others 
to withdraw money from their pension plan prior to 
reaching age 65, subject to a penalty equal to the 
taxes previously deferred on the amount withdrawn. 

Mr. Keogh said it was hoped that an amendment 
along this line “will dissipate any remaining substan- 
tial objections to the present form of the bill, especially 
those originating in insurance circles.” He added: “The 


From the Washington. Office of the American Medical Association. 


sponsors of the legislation, including all recognized 
national professional associations and many other self- 
employed groups . . . and those who will introduce the 
amended bill, hope that if you are a member of the 
next Congress, you will support the amended bill. We 
think that if you make known to those professional, 
agricultural and business groups in your district your 
support of the bill, it will not only be of considerable 
assistance in your reelection but will assure its passage 
next year.” The American Medical Association has long 
advocated passage of legislation along these lines. Mr. 
Keogh reports that support for the idea is growing and 
that he is more optimistic of action next session than 
at any previous time. 


PUBLIC HEALTH SERVICE PERSONNEL 
CHANGES 


Major shifts in top personnel of the U. S. Public 
Health Service have been announced by Surgeon Gen- 
eral Leroy E. Burney. They are the first since he took 
office last August from Dr. Leonard Scheele, who is 
now with a pharmaceutical firm. The reassignments 
involve four physicians, all career officers in the PHS. 
They become effective Nov. 1. 

Dr. Jack Masur, an assistant surgeon general in 
charge of the Bureau of Medical Services, is shifted to 
the Clinical Center in the National Institutes of Health 
at Bethesda, Md. Before becoming chief of the bureau 
in 1951, Dr. Masur was in charge of planning and 
construction of the 500-bed center. He entered the 
PHS in 1943 after serving in administrative posts at 
Lebanon Hospital and Montefiore Hospital in New 
York City. 

To fill Dr. Masur’s post, Dr. John W. Cronin, head 
of the Hill-Burton hospital construction program for 
the past seven years, is being promoted. Dr. Cronin 
has been with the service from the time he was an 
intern in 1932 and has had postgraduate training in 
psychiatry. The bureau, one of the largest in the PHS, 
supervises all PHS hospitals, Indian health and foreign 
quarantine programs, the Hill-Burton program, and 
dental and nursing resources activities. Dr. Van M. 
Hoge, now associate chief of the Bureau of Medical 
Services, also takes over the Hill-Burton directorship. 
Dr. Hoge was the first director of the Hill-Burton pro- 
gram when it was launched 10 years ago. He continues 
his duties in. the bureau under Dr. Cronin. Dr. D. W. 
Patrick, current director of the center, will be given a 
new assignment as yet undesignated. 

The Burney announcement stressed the importance 
of the Clinical Center, which was described as the 
“largest facility of its kind in the world for research in 
the major diseases of today.” Present facilities are 
about to be expanded to permit even greater research 
in souitleghil aed cardiac surgery. Dr. Burney also 

(Continued on page 22) 
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brand 


DIGOXIN 


formerly known as Digoxin ‘B.W. & Co.”® 


maintenance 


Dear Doctor: 


The new name for Digoxin 

'B. W. & Co.' is "LANOXIN'. This 
change will now make it easier for 
everyone to distinguish digoxin 
from digitoxin. 


Now, simply write. ee 


to provide the safety and predict- 
ability afforded by the uniform 
potency, uniform absorption, brief 
latent period and optimum rate 

of elimination of this crystalline 
glycoside. 


A pure, stable, crystalline 
glycoside isolated from Digitalis 
lanata.e«« 
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Washington News—Continued 


has asked Secretary Folsom of the Department of 
Health, Education, and Welfare to approve an up- 
grading of the directorship of the Clinical Center so 
that it requires the rank of brigadier general rather 
than colonel. Dr. Cronin, meanwhile, will be nomi- 
nated as assistant surgeon general with the rank of 
major general, which is required for the chief of the 
Bureau of Medical Services. 


FOREIGN SERVICE FOR 
PUBLIC HEALTH NURSES 


The State Department has openings for public 
health nurses in “most parts of the world” in its For- 
eign Service. They will be assigned to embassies for 
their two-year tours of duty, and as far as possible 
their wishes will be observed as to the country in 
which they will serve. They must have a degree with 
a public health major and a year’s experience in some 
generalized public health program. For information, 
contact Miss Evelyn E. Weigold, Nurse Consultant, 
Department of State, Washington 25, D. C. 


VENEREAL DISEASE PROGRAM 


The government's $4,100,000 venereal disease pro- 


gram will be administered from Atlanta, Ga., at the 
Public Health Service’s Communicable Disease Center, 
starting next February. Plans for the transfer, which 
will involve about 50 employees, were announced by 
PHS Surgeon General Leroy E. Burney. It was ex- 
plained that, since venereal disease is communicable, 
the control program could be better operated from the 
disease center. The center now has a staff of over 800 
persons. The latest move underscores the growing im- 
portance of the center, which now includes such oper- 
ations as poliomyelitis surveillance, epidemic intelli- 
gence service, vector and rabies controls, as well as 
histoplasmosis and encephalitis programs. 


REVISION OF BOOK ON CLINICAL CARE 


The importance of encouraging your child to be cre- 
ative and imaginative is stressed in a new edition of 
“Your Child from One to Six,” one of a series of stand- 
ard books for parents published by the Department of 
Health, Education, and Welfare. This volume incorpo- 
rates recent ideas on the growth of children from in- 
fancy to school age. Whereas the last edition 11 years 
ago emphasized the physical care and health of the 
child, this version concentrates on the mental, social, 
and emotional development. 

In the main part of the book thumb-sucking, shyness, 
and slow physical development are placed in proper 
perspective. The main thesis is that a child in this age 
group is an individual and will have his own course of 
development and his own reactions to situations. 
Parents can help the child by understanding him as an 
individual and by giving hi the needed confidence, 
discipline, and love. 
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The medical section of the bulletin, revised by Dr. 
Marian M. Crane, chief of the research interpretation 
branch, discusses first the importance of regular exam- 
inations by the doctor. The mother can facilitate these 
examinations if she is prepared to answer questions on 
the child’s eating, sleeping, and play habits. Another 
suggestion is to keep a record of your child’s bruises, 
falls, and cuts. 

The remaining part of the medical section is con- 
cerned with the prevention of disease. The bulletin 
lists the precautions necessary to avoid contracting 
such diseases as influenza, tuberculosis, dysentery, and 
roundworms. Good health routines, immunization 
plans, and sick room procedures are outlined carefully. 
In the final pages the symptoms and course of various 
childhood diseases are discussed. The bulletin is avail- 
able from the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D. C. It is priced 
at 20 cents a copy. 


PERSONNEL 


Brig. Gen. Wendell H. Duplantis is the new assistant 
administrator in charge of Operation Control Services, 
the nerve center of the Federal Civil Defense Adminis- 
tration. He retired from the Marine Corps last month 
after a career of 21 years. .. . James E. Webb is a new 
member of the National Advisory Cancer Council, 
which advises on research activities of Public Health 
Service’s National Cancer Institute. .. . At the 63rd an- 
nual meeting of the Association of Military Surgeons 
medical awards will be presented to Col. Eugene C. 
Jacobs, Army; Capt. Robert S. Poos, Navy; Dr. George 
M. Lyon, Veterans Administration; Lieut. Col. Edwin 
J. Pulaski, Army; and Capt. Elinor Pearson, Army. 


Familial Leptocytosis.—Familial leptocytosis, thalassemia, or 
Cooley’s anemia is apparently an ancient disease. Anthropo- 
logic studies indicate it may have been present in Sicily in 
paleolithic times. However, it was first identified as a separate 
entity by Cooley and Lee in 1925 and again by Cooley, 
Witwer, and Lee in 1927. They described a series of cases of 
anemia with splenomegaly and peculiar bone changes occur- 
ring in children of Greek, Italian, Syrian, or Armenian descent. 
. . . A review of the existing Italian literature indicates the 
following pathogenesis of leptocytosis. A spontaneous mutation 
of the red cells occurred in the ancient race about the Medi- 
terranean Sea, which inserted itself in the ethnic structures of 
some countries (mainly, Italy and Greece). The inherited de- 
fect consists of a morphologic alteration of the red blood cor- 
puscles. The cell is formed with an adequate or excessive 
membrane, which contains little hemoglobin substance, so that 
the cell appears to be thinner (leptocyte) and of a smaller 
volume (microcyte) than the standard normal red blood cor- 
puscle. As a result such a red blood corpuscle shows an in- 
creased resistance to hypotonic saline solution. It also possesses 
a life span of shorter duration than the normal cell which in 
vivo results in corpuscle losses. This condition causes a chronic 
stimulation of the bone marrow with medullary hyperplasia of 
the erythroblastic series. Immature cells showing stippling, 
polychromatophilia, and erythroblastosis appear in the blood. 
The bone marrow becomes hyperactive (erythroblastosis), and 
osteoporosis occurs (x-ray observation), as well as splenomeg- 
aly. Erythrocytes, together with leptocytes and microcytes, and 
the increased resistance to hypotonic saline solution make up 
the features of the peripheral blood picture.—P. R. Casesa, 
M.D., Familial Leptocytosis, New York State Journal of Medi- 
cine, May 15, 1956. 
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"LANOXIN' continues to offer the 
same advantages— only the name 
has been changed. 


The full effects of each dose 
develop quickly to permit rapid 
appraisal of the need for additional 
drug. Moreover, the limits of the 
patient's therapeutic range, which 
may be reduced in the seriously 

ill, may be approached with relative 
safety because toxicity, if it 
develops, soon abates. For true 
balance and uniformity of 
therapeutic effect, prescribe 
"LANOXIN' brand Digoxin. 


Sincerely, 


TABLETS: 0.25 mg. (white) and 
0.5 mg. (green) 


ELIXIR PEDIATRIC: 0.05 mg. in each cc. 


AMPULS: 0.5 mg. in 2 cc. 


DIGOXIN 
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Conn., 1960; Mrs. A. Hibbard, Secretary, Chicago. 

Commas on Mental Health—H. T. Carmichael, Chicago, 1956; M. R. Kaufman, New 
York, ht L. -H. Bartemeier, Chairman, Baltimore, 1958; W. H. Baer, Peoria, 
Ill, 1958; J. Sew. Chicago, 1958; L. H. Smith, Philadelphia, 
Gardner, bake. 1959; F. M. Forster, Washington, D. C., 1960; R. J. Plunkett, 
Secretary, Chicago. 

Committes on Legislation—J. R. Reuling, Chairman, Windermere, vy. , 1956; M. L. 
Phelps, Denver, 1956; F. C. Coleman, ~~ Moines, Iowa, 1957; E. McDonald, 
Tulsa, Okla., 1957; D. G. Nashua, N. H., 1958; H. Enaiish, 
1958; C. Bailey, Harlan, Ky., Harrisburg, Pa., 1959 
Chrisman Jr., Coral Gables, J. L. Ludwig, Los Angeles, 1960; R. 
MeVay, Kansas City, Mo.; Mr. W. E. Whyte, Secretary, Chicago, 


The Secretary, Assistant Secretary and Editor are ex officio members of all Standing Committees 


SECRETARIES OF SECTIONS, 1956-1957 


Anesthesiology—D. €. Moore, 1118 Ninth Ave., Seattle 1. 

Dermatolog: S. Livin gt, 2799 W. Grand Blvd., Detroit 2. 

Diseases of the Chest— L. Gordon, Women’s Medical College of Pennsylvania, 
Philadelphia 29. . 

Experimental Medicine and Therapeutics—E. V. Newman, Vanderbilt University 
Hospital, Nashville 5, Tenn. 

Gastroenterology and Prottology—W. H. Dearing, 102 Second Ave. S. W., Rochester, 
Minn. 

General Practice—E. I. Baumgartner, 25 Alder St., Oakland, Md. 

Internal Medicine—R. H. Kampmeier, Vanderbilt University Hospital, Nashville 5, 
Tenn. 

Laryngology, Otology, and Rhinology—H. A. Kuhn, 112 Rimbach St., Hammond, Ind. 

Military Medicine—Capt. C. L. Andrews, Bureau of Medicine and Surgery, Navy 
Dept., Washington 25, D. C. 


Nervous and Mental Diseases—A. L. Sahs, University Hospitals, Iowa City 

Obstetrics and Gynecology—K. P. Russell, 511 8. Bonnie Brae St., Los Angeles 57. 

Ophthalmology—H. G. Scheie, 313 S. 17th St., Philadelphia 3 

Orthopedic Surgery—H. H. Young, 102 Second Ave., 8. W., Rochester, Minn. 

Pathology and Physiology—H. A. Edmondson, 1200 N. State St., Los Angeles 33. 

Pediatries—W. C. C. Cole Sr., 3011 W. Grand Blvd., Detroit 2. 

Physical Medicine—W. J. Zeiter, 2020 E. 93d St., Cleveland 6. 

——— — Princi, University of Cincinnati College of Medicine, Cin- 
cinna L 

Radology—T. Leuceutia, Harper Hospital, Detroit 1. 

Surgery, General and Abdominal—G. E. Lindskog, 333 Cedar St., New Haven 11, Conn. 

Urology—T. A. Morrissey, 40 E. 61st St., New York 21. 
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wg | salt it’s hard to tell the difference. Looks 
A salt, sprinkles like salt, Wilts 
kK more faithfully...and thus are bet: 
when you say 
ingredients: Choline, potassium chlor 
: co-salt arlington-funk laboratories 
£ 
- 


More evidence! to confirm that elixir 


...quick-acting pediatric antipyretic-analgesic 


reduces fever, 

relieves aches, pains: Tylenol “produced effective 

antipyretic and analgesic 
responses...””! 


“no side-effects were observed in 134 
of the total 141 patients in this study.” 


“Tylenol was considered 
‘acceptable’ or ‘liked’ by... 
86% of the children.””! 


‘ 
Elixir TYLENOL for little “hot heads” 
Bottles of 4 and 12 fl. oz. 


és 1. Cornely, D. A., and Ritter, J. A.: N-acetyl-p-aminophenol (Tylenol Elixir) 
Trade-mark as a Pediatric Antipyretic-Analgesic, J.A.M.A. 160:1219 (Apr. 7) 1956. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 


AMERICAN ACADEMY FOR CEREBRAL Patsy, Congres: Hotel, Chicago, 
Nov. 17-19. Dr. Robert A. Knight, 869 Madison Ave., Memphis 3, 
Tenn., Secretary. 

AMERICAN ACADEMY OF DENTAL MeEpiciNnE, Hotel New Yorker, Dec. 2. 
Dr. George Witkin, 45 South Broadway, Yonkers 2, New York, Secretary. 

AMERICAN ACADEMY OF DERMATOLOGY AND SyPHILOLOGY, Palmer House, 
Chicago, Dec. 8-13. Dr. James R. Webster, 55 East Washington St., 
Chicago 2, Secretary. 

AMERICAN ACADEMY OF NEUROLOGICAL SURGERY, Camelback Inn, Phoenix, 
Ariz., Nov. 7-11. Dr. Eben Alexander Jr., Bowman Gray School of Medi- 
cine, Winston-Salem, N. C., Secretary. 

AMERICAN COLLEGE oF CarpI0Locy, Interim Session, Webster Hall Hotel 
and Mellon Institute, Pittsburgh, Nov. 28-30. Dr. Philip Reichert, Em- 
pire State Building, New York 1, Secretary. 

AMERICAN COLLEGE oF CHEST PuysicrAns, Interim Session, Seattle, Nov. 
25-26. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, Execu- 
tive Director. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, Palmer 
House, Chicago, Nov. 7-9. Dr. Paul Hodgkinson, 116 South Michigan 
Blvd., Chicago 3, Secretary. 

AMERICAN COLLEGE OF PREVENTIVE MEDICINE, Atlantic City, N. J., Nov. 
14-15. Dr. John J. Wright, School of Public Health, Univ. of North 
Carolina, Chapel Hill, N. C., Secretary. 

AMERICAN FRACTURE AssociaTion, Drake Hotel, Chicago, Nov. 29-Dec. 2. 
Dr. Homer D. Junkin, Paris Hospital, Paris, Illinois, Secretary. 

AMERICAN Pusiic HEALTH AssociATION, The Ambassador, Atlantic City, 
N. J., Nov. 12-16. Dr. Reginald M. Atwater, 1790 Broadway, New York 
19, Executive Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, Interim Session, National Institute 
of Health, Bethesda, Md., Nov. 30. Dr. Edward F. Hartung, 580 Park 
Avenue, New York 21, Secretary. 

AMERICAN SCHOOL HEALTH AssocIATION, Atlantic City, N. J., Nov. 12-18. 
Dr. A. O. DeWeese, 513 East Main St., Kent, Ohio, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
Tics, Fall Meeting, French Lick, Indiana, Nov. 8-10. Dr. Harold Hodge, 
University of Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Palmer House, 
Chicago, Nov. 11-12. Dr. O. J. Pollak, P. O. Box 228, Dover, Del., 
Secretary. 

ANNUAL CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND 
Bro.tocy, Governor Clinton Hotel, New York, Nov. 7-9. Mr. E. Dale 
Trout, General Electric Company, X-Ray Dept., Milwaukee 1, Chairman. 

ASSOCIATION OF AMERICAN MEpiIcAL CoLLEeGEs, The Broadmoor, Colorado 
Springs, Colo., Nov. 12-14. Dr. Dean F. Smiley, 185 N. Wabash Ave., 
Chicago 1, Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATEs, Hotel Statler, 
Washington, D. C., Nov. 12-14. Colonel Robert E. Bitner, Room 718, 
1726 Eye St., N.W., Washington 6, D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
Roosevelt, New York, Dec. 7-8. Dr. Rollo J. Masselink, 700 West 168th 
St., New York 32, Secretary. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFrFicers, Hotel Wash- 
ington, Washington, D. C., Nov. 2-10. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

CentTRAL Society For Curicat Researcn, Drake Hotel, Chicago, Nov. 
9-10. Dr. Robert H. Ebert, 950 East 59th St., Chicago 37, Secretary. 
GERONTOLOGICAL Society, Hotel Hamilton, Chicago, Nov. 8-10. Dr. 
Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, Secretary. 
Paciric Coast Fertiiity El Mirador Hotel, Palm Springs, Calif., 
Nov. 8-11. Dr. Edward T. Tyler, 10911 Wayburn Ave., Los Angeles 24. 

Secretary. 

Puerto Rico Mepicazi Association, San Juan, Dec. 4-9. Dr. Rafael Gil, 
Box 9111, Santurce, Secretary. 

RapDIoLocicaL Society or Nortu America, Palmer House, Chicago, Dec. 
2-7. Dr. Donald S. Childs, 713 East Genesee St., Syracuse 2, N. Y., 
Secretary. 


REGIONAL MEETINGS: 
AMERICAN COLLEGE OF PHYSICIANS: 

Kentucky-Tennessee, Nashville, Tenn., Dec. 1. Dr, Rudolph H. Kamp- 
meier, Vanderbilt University Hospital, Nashville, Tenn., Governor. 
Michigan, Ann Arbor, Dec. 1. Dr. H. Marvin Pollard, Ann Arbor, 
Mich., Governor. 
Montana-Wyoming, Great Falls, Mont., Nov. 16-17. Dr. Harold W. 
Gregg, 103 N. Wyoming St., Governor. 
New Jersey, Newark, Nov. 7. Dr. Edward C. Klein Jr., 6 South King- 
man Rd., South Orange, Governor. 
Dr. Elbert L. Persons, Duke 
Hospital, Durham, N. C., 


J.A.M.A., November 3, 1956 


Sournern Mepicat Association, Sheraton-Park Hotel, Washington, D. C., 
Nov. 12-15. Mr. V. O. Foster, 1020 Empire Bldg., Birmingham 3, Ala., 
Executive Secretary. 

SouTHERN SURGICAL AssociATION, Boca Raton Club and Hotel, Boca Raton, 
Fla., Dec. 4-6. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Secretary. 

SouTHERN THORACIC SURGICAL ASssocIATION, Hotel Fontainebleau, Miami 
Beach, Fla., Dec. 7-9. Dr. Hawley H. Seiler, 442 West Lafayette St., 
Tampa 6, Fla., Secretary. 

SympostuM ON ABDOMINAL ConpiTIONs, Hotel Charlotte, Charlotte, N. C., 
Nov. 8. Dr. Philip Naumoff, 407 Doctors Bldg., Charlotte 7, N. C., 
Chairman Program Committee. 

Western Carpiac CONFERENCE, Cosmopolitan Hotel, Denver, Nov. 5-10. 
For information address: Mr. A. Seikel, Executive Director, Colorado 
Heart Association, 901 E. 17th Ave., Denver 18. 

WESTERN SuRGICAL AssociaTION, Netherlands Plaza Hotel, Cincinnati, 
Nov. 29-Dec. 1. Dr. John T. Reynolds, 612 North Michigan Blvd., 
Chicago 11, Secretary. 


FOREIGN AND INTERNATIONAL 


ASSEMBLY OF ASSOCIATION OF FRENCH SPEAKING Doctors, Great Hall, 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France, Oct. 
16-18, 1957. For information address: General Secretary, Congrés Fran- 
cais de Médecine, Prof. G. Boudin, Paris, France. 

BanaMas Mepicat CONFERENCE, Princess Margaret Hospital, Nassau, 
Bahamas, Dec. 1-15, 1956. For information address: Dr. B. L. Frank, 
4th Floor, 550 Fifth Avenue, New York 36, New York, U. S. A. 

CANADIAN MEDICAL Association, Edmonton, Alberta, Canada, June 17-21, 
1957. Dr. A. D. Kelly, 150 St. George Street, Toronto 5, Ont., Canada, 
General Secretary. 

ConFERENCE OF ALL INDIA Mepicat LICENTIATES ASSOCIATION, Delhi, 
India, Dec. 18-20, 1956. Dr. B. B. Lal Dikshit, Dikshit Niwas, Rakabganj, 
Agra., India, Secretary. 

ConGrREss OF FRENCH SociETY OF OPHTHALMOLOGY, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

CONGRESS OF niepeeaiiinnn ANESTHESIA RESEARCH Socrety, Phoenix, 
Ariz., U. S. A., April 1-4, 1957. For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 

ConGRESS OF INTERNATIONAL ASSOCIATION FOR STUDY OF THE BRONCHI, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

ConGRESS OF INTERNATIONAL SocIETY OF AUDIOLOGY, St. Louis, Missouri, 
U.S. A., May 14-16, 1957. For information address: Dr. §. Richard 
Silverman, 818 South Kingshighway, St. Louis 10, Missouri, U. S. A. 

CoNnGRESS OF INTERNATIONAL SocrETY FOR CELL Bio.ocy, St. Andrews, 
Fife, Scotland, Aug. 28-Sept. 3, 1957. Prof. H. G. Callan, Bell Pettigrew 
Museum, The University, St. Andrews, Fife, Scotland, Secretary General. 

ConcrEss OF INTERNATIONAL SociETY OF ORTHOPEDIC SURGERY AND 
TRAUMATOLOGY, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society of Orthopedic Surgery and Traumatology, 
34, rue Montoyer, Brussels, Belgium. 

ConGREss OF INTERNATIONAL SOCIETY OF SURGERY, Mexico City, Mexico, 
Oct. 27-Nov. 2, 1957. Dr. L. Dejardin, 141, rue Belliard, Brussels, 
Belgium, General Secretary. 

ConcGrREss OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, New Delhi, 
India, Jan. 7-11, 1957. For information address: International Union 
Against Tuberculosis, 15 rue Pomerue, Paris 16e, France. 

Frencu Concress OF OTOLARYNGOLOGY, Faculte de Medecine de Paris, 
Paris, France, Oct. 15-18, 1957. For information address: Administrative 
a French Congress of Otolaryngology, 17, Rue de Buci, Paris, 

Trance, 

HEALTH ConGRESS OF Royat SOCIETY FOR THE PROMOTION OF HEALTH, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Wells, 
90 Buckingham Palace Road, London, S.W.I, England, Secretary. 

INTER-AMERICAN CoNnGRESS OF CaRDIOLOGY, Havana, Cuba, Nov. 11-17, 
1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 

INTER-AMERICAN CONGRESS OF PAN AMERICAN MEDICAL ASSOCIATION, 
Mexico City, Mexico, Nov. 18-22, 1957. Dr. Joseph J. Eller, 745 Fifth 
Ave., New York 22, N. Y., U. S. A., Executive Director. 

InTERm™M CoNGRESS OF PAN AMERICAN ASSOCIATION OF OPHTHALMOLOGY, 
Hotel Statler, New York, N. Y., U. S. A., April 7-10, 1957. Dr. Brittain 
F. Payne, 17 East 72nd Street, New York 21, N. Y., U. S. A., President. 

INTERNATIONAL CONFERENCE ON THE INFLUENCE OF LIVING AND WORKING 
Conpitrions ON HEALTH, Cannes, France, Sept. 27-29, 1957. For infor- 
mation address: Secretariat, World Congress of Doctors, Vienna 1, 
Wollzeile 29/3, Austria. 

INTERNATIONAL CoNnGREsS OF CLINICAL PATHOLOGY, Brussels, Belgium, 
July 15-20, 1957. Prof. M. Welsch, Service de "Bacteriologie et de 
Parasitologie, Universite de Liege, 32 Blvd., de la Constitution, Liege, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF DERMATOLOGY, Stockholm, Sweden, July 31- 
Aug. 6, 1957. Dr. C. H. Floden, Karolinska, Sjukhuset, Hudkliniken, 
Stockholm 60, Sweden, Secretary General. 


INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
Nevropnysi0.ocy, Brussels, Belgium, July 21-28, 1957. For information 
address: Dr. R. G. Bickford, Mayo Clinic, Rochester, Minnesota, U. S. A. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, 
Copenhagen, Denmark, Aug. 26-31, 1957. Dr. Aage Videbask, Bleg- 
damsvej 11, Copenhagen, Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF ANGIOLOGY, 
Mexico City, Mexico, Oct. 29-Nov. 2, 1957. Dr. H. Haimovici, 105 East 
90th Street, New York 28, New York, U. S. A., Secretary General. 


(Continued on page 29) 
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Jor the average 
| ( | p patient in 
everyday practice 
@ well suited for prolonged therapy 
@ well tolerated, nonaddictive, essentially nontoxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 


@ does not produce significant depression 
@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY Ww) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,8-propanediol dicarbamate —U. 8S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 
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INTERNATIONAL CONGRESS OF INTERNATIONAL Society OF BRONCHO- 
ESOPHAGOLOGY, Pennsyivania, U. S. A., May 12-13, 1957. 
Dr. Chevalier L. Jackson, 3401 North Broad St., Philadelphia 40, Penn- 
sylvania, U. S. A., Secretary. 

INTERNATIONAL CONGRESS ON MEDICAL AND ScreNnTiFic Frum, Palace of 
Expositions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Secretariat, Minerva Medica. Corso Bramante 83-85, Turin, Italy. 

INTERNATIONAL CONGRESS ON MEDICINE AND SURGERY, Palazzo of Exposi- 
tions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Segreteria Generale, Minerva Medica. Corso Bramante 83-85, 
Turin, ‘Italy. 


INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, 
Beograd and Opatija, Yugoslavia, Sept. 29-Oct. 5, 1957. Colonel Dr. 
Aleksandar Mezic, rue Nemanjina 15, Beograd, Yugoslavia, Secretary 
General. 

INTERNATIONAL CONGRESS OF NEUROLOGICAL ScrENcEs, Brussels, Belgium, 
July 21-28, 1957. For information address: Dr. Pearce Bailey, National 
Institute of Health, Bethesda 14, Maryland, U. S. A. 


INTERNATIONAL CoNnGRESS OF NEUROPATHOLOGY, Brussels, Belgium, July 

_ 21-28, 1957. Dr. Ludo Jan Bogaert, 47 rue de Il’Harmonic, Antwerp, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF NEUROSURGERY, Brussels, a. July 
21-28, 1957. For information address: Dr. William B. Scoville, 85 Jef- 
ferson Street, Hartford, Connecticut, U. S. A. 


INTERNATIONAL CONGRESS OF NUTRITION, Paris, France, July 24-29, 1957. 
For information address: Congress International de Nutrition, 71 Blvd. 
Pereire, Paris 17e, France. 

INTERNATIONAL CONGRESS ON OcCUPATIONAL HEALTH, Helsinki, Finland, 
July 1-6, 1957. Dr. Pentti Sumari, c/o Tyoter Veyslaitos, Haattmaninkatu 
1, Helsinki-Toolo, Finland, Secretary General. 

INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY, Hotel Statler, Washing- 

_ ton, D. C., U. S. A., May 5-10, 1957. Dr. Paul H. Holinger, 700 North 
Michigan Ave., Chicago 11, Illinois, U. S. A., General Secretary. 

INTERNATIONAL CONGRESS ON RHEUMATIC DisEAsEs, Toronto, Ont., Can- 
ada, June 23-28, 1957. For information address: International Congress 
on Rheumatic Diseases, P. O. Box 237, Terminal “A,” Toronto, Ont., 
Canada. 


INTERNATIONAL Coneress, Merano-Bolzano, July 
14-19, 1957. For information address: Segreteria, Quarto Congresso 
Internazionale de Gerontologia, Viale Morgagni, 85, Firenze, Italy. 

INTERNATIONAL LEAGUE AGAINST EPILEPSY, Brussels, _ Belgium, July 21-28, 
1957. Dr. Radermecker, Institut Bunge, 59 rue 
Antwerp, Belgium, Secretary General. 

INTERNATIONAL NEUROLOGICAL ConGcrgss, Brussels, Belgium, July 21-28, 
1957. Dr. Ludo van Bogaert, Institut Bunge, 59 rue Philippe Milliot, 
Berchem, Antwerp, Belgium, Secretary General. 

INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGE OF 
SurceEons, University City, Mexico, D. F., Mexico, Feb. 24-28, 1957. For 
information address: Secretary, Mexican Congress, International College 
of Surgeons, 1516 Lake Shore Drive, Chicago 10, IIL, U. S. A. 

INTERNATIONAL Society OF GEOGRAPHICAL PaTHOLOGy, Paris, France, 
July 9-12, 1957, Dr. Fred C. Roulet, Hebelstr. 24, Basel, Switzerland, 
Secretary General. 

INTERNATIONAL SOCIETY FOR THE WELFARE OF CRripPPLES, London, Eng- 
land, July 22-27, 1957. For information address: Miss M. Drury, 34 
Eccleston Square, London $.W.1, England. 

INTERNATIONAL SYMPOSIUM ON MeEDIcAL-SOCIAL ASPECTS OF SENILE 
Nervous Diseases, Venice, Italy, July 20-21, 1957. For information 
address: Secretariate, Viale Morgagni 85, Firenze, Italy. 

INTERNATIONAL VoICE CONFERENCE (LARYNGEAL RESEARCH FUNCTION 
anD THERApPy), Chicago, Illinois, U. S. A., May 20-22, 1957. For in- 
formation address: Dr. Hans von Leden, 30 North Michigan Ave., Chi- 
cago 2, Illinois, U.S. A. 

Latin AMERICAN CHAPTER, INTERNATIONAL SOCIETY OF ANGIOLOGY, 
Havana, Cuba, Nov. 8-11, 1956. Dr. Armando Nufiez Nufiez, 25 No. 510 
Vedado, Havana, Cuba, President. 


NEURORADIOLOGIC SyMPosiuM, Brussels, Belgium, July 21-28, 1957. For 
information address: Professor Melot, Hépital Universitaire St. Pierre, 
Brussels, Belgium, Secretary General. 


Paciric Scrence ConcGress, Bangkok, Thailand, Nov. 18-Dec. 2, 1957. For 
information address: Pacific Science Council Secretariat, Bishop Museum, 
Honolulu 17, Hawaii. 

Pan AMERICAN CoNnGRESS ON CANCER CyToLocy, Eden Roc Hotel, Miami 
Beach, Fla., U. S. A., April 25-29, 1957. Dr. J. Ernest Ayre, 1155 N.W. 
14th St., Miami, Fla.; U. S. A., General Chairman. 


Pan AMERICAN CONGRESS OF ENDOCRINOLOGY, Buenos Aires, Argentina, 
Nov. 8-9, 1957. For information address: Secretaria General, Sociedad 
Argentina de Endocrinologia y Metabolisms, Santa Fe 1171, Buenos 
Aires, Argentina. 


Pan-Paciric SurcicaL Concress, Honolulu, T. H., Nov. 14-22, 1957. 
_ F. J. Pinkerton, Room 230, Young Bldg., Honolulu, T. H., Director 


Persian GutF Mepicat Society, Dhahran, Saudi Arabia, Nov. 14-15, 
1956. For information address: Dr. Robert C. Page, Medical Director, 
Arabian American Oil Company, Dhahran, Saudi Arabia. 


Witt1aM Harvey TERCENTENARY Concress, Royal College of Surgeons, 
London, England, June 3-7, 1957. Dr. D. Geraint James, Harveian 
Society of London, 11 Chandos St., Cavendish Square, London, W.1, 
England, Honorary Secretary. 

Wor.p Concress ror AcupuUNCTURE, Vienna, Austria, May 25-28, 1957. 
For information address: Austrian Association for Acupuncture, XV, 
Schwenderstrasse 57, Vienna, Austria. 

Wor.ip Conoress or Psycuiatry, Zurich, Switzerland, Sept. 1-7, 1957. 
Prof. J. Wyrsch, Stans, Lucerne, Switzerland, Secretary General. 
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Highly Purified ACTHAR Gel 
is the most widely used ACTH 
preparation— 

Highly Purified ACTHAR Gel 


has the greatest volume of 
clinical experience— 


Highly Purified ACTHAR Gel 
is regarded as an international 
standard of potency — 


and 


has a safety record unsurpassed 
by any other drug of comparable 
power, scope and action. 


Some common indications from more than 
100 diseases in which you can expect rapid 
effects from short-term therapy: 


Allergies, including Asthma 
Drug Sensitivities 
Penicillin Reactions 
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MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THe JourNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Sunday, Nov. 14 
ABC-TV, 4:30 p.m. EST. “Medical Horizons,” produced in 
cooperation with the American Medical Association, presents 
a filmed recording of an earlier show demonstrating care of 
premature infants at Sinai Hospital in Baltimore. 


Monday, Nov. 15 


NBC-TV, 9 p.m. EST. “Medic,” continues with a repeat film 
from last season’s schedule. 


MAGAZINES 


Saturday Evening Post, Oct. 27, 1956 
“Psychiatrist at Work,” by John Bartlow Martin 
In the fourthin a series of articles on the Columbus State 
Hospital in Columbus, Ohio, the author tells of the work of 
a typical physician at a mental hospital. 


Woman’s Home Companion, November, 1956 
“What Anxiety Can Do for You,” by Albert Deutsch 
“Anxiety, which triggers worry, is now sending one out of 
every ten Americans to the drugstore for tranquilizing pills. 
Doctors, alarmed by the stampede for peace of mind through 
chemistry, urge us to go slow. The truth is that ‘Happy 
pills’ can have unfortunate side effects.” 


J.A.M.A., November 3, 1956 


Parade, Nov. 4, 1956 
“What's Your First Aid IQ?” by Robert P. Goldman 
The reader is asked to answer questions on 12 everyday 
accident situations. The answers, listed in a separate section, 
serve as first-aid instructions. 


Male, November, 1956 
“Are You a Sucker for Quacks?” by Frank D. Ellis 
This article is a report on the work of the American Medical 
Association’s Bureau of Investigation. 


Coronet, November, 1956 

“She Can Predict What Your Baby Will Be Like,” by Anne 

Fromer 
Dr. Norma Ford Walker, a Canadian physician, says coun- 
seling on heredity “can help expectant parents determine 
whether or not their children will be normal.” 

“A Doctor Reports on the Effects of Diet on Fertility, Potency, 

and Personality,” by William Kaufman. 
The author says that in many instances there is scientific 
basis for the attributing, in folklore, of increased attractive- 
ness, fertility, and sexual vigor to the eating of certain foods. 
He adds, however, that “physical compatibility is most likely 
in healthy people. A well-balanced diet generally keeps 
people in good health—and helps restore those who are ill 
to better health.” 


Look, Nov. 13, 1956 

“This Mother of Nine Delivers Her Own Babies” 
A Florida mother has practiced natural childbirth “com- 
pletely unaided by a doctor, nurse or other medical person” 
in seven deliveries. However, “she strongly advises potential 
mothers that before trying natural childbirth, they have a 
long talk with and examination by their doctor.” 

“A Mother’s Darkest Hour” 
A picture story showing the ordeal of a mother and the work 
of doctors when her infant child had to undergo heart 
catheterization preparatory to an operation to repair a de- 
fective heart valve. It concludes with pictures of the happy 
mother and child after the successful operation. 
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from Texas and that’s my 


tion to the medicine cabinet 


30 


31 


\ 


e 


UTAZOLIDIN 


(phenylbutazone GeiGy) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 
anti-arthritic agents currently available. 
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Doctor in the Soup 


Earlier this year I received among my morning batch of circu- 
lars from the drug manufacturers a bleak communication headed 


MEDICAL DISCIPLINARY COMMITTEE 
WARNING NOTICE 


I supposed at first that I had been spotted in some moment of 
unprofessional behaviour (I have many), but investigation 
showed that it was issued only for ethical guidance and pre- 
sumably sent to everyone on the Register, including Somerset 
Maugham, Charles Hill, and Lady Barnett. 

It is difficult to find what advice the Notice offers, because the 
whole document is written in semi-legal English which is cau- 
tious to the point of unintelligibility. It certainly gives away 
nothing about the body from which it originates, the General 
Medical Council. This is an institution of which every member 
of the British public has heard, generally wrongly. It is an 
official board, partly appointed by the Government and partly 
elected by the doctors. It is nothing to do with the British Medi- 
cal Association, except that the B. M. A. bombards the profession 
with circulars to vote for its own list of candidates immediately 
before each election. 

The General Medical Council discharges several prosaic duties 
like supervising medical education and issuing the British 
Pharmacopeeia. But its best known branch is the Disciplinary 
Committee, with its entertaining ability to strike doctors off the 
Register. 

It is really very easy to get struck off. The Warning Notice 
lists seven different ways, from association with osteopaths to 
selling poisons over the counter, adding characteristically that 
these certainly don’t plumb the depths of medical misdemeanour. 
The simplest method is to forget to tell the Council of your 
change of address. They send you letters now and then, pre- 
sumably to see if you're still alive, and if you don’t reply they 
assume you aren’t. 

Almost as easy is signing any form of certificate. A doctor's 
signature is the commonest key to the treasure house of the 
Welfare State—the Notice lists fourteen Acts of Parliament de- 
manding it—and waiting rooms are full of people wanting certifi- 
cates for anything from getting the youngest off an afternoon’s 
school to getting the oldest off his National Service. The harassed 
practitioner has only to scribble his name on an order for extra 
milk under the impression that it is an application for surgical 
boots and he might as well start unscrewing his plate. 

It is more difficult to find your name erased for advertising. 
No specialist would ever think of circularizing the profession with 
a card saying DR. BLOGGS BUCKS YOU UP—ESPECIALLY 
IF YOU’VE GOT BRONCHITIS. That would not be the thing 
at all. He would instead write to the medical press reporting his 
remarkable success in a series of two thousand cases of bronchitis. 
But supposing Dr. Bloggs is signed up for television to explain to 
viewers that they’ve really got bronchitis when they think it’s 
only a nasty cough? Why, he’d be on the air with a built-in com- 
mercial! The prospect caused quite a flutter in the B. M. A. 
Ethical Committee recently, and many ingenious ways were 
suggested for giving the public their fireside, morbid anatomy 
while preventing the lecturer becoming the Gilbert Harding of 
Harley Street. The fellow could be faded out, or put behind a 
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screen, or under a white hood like a hangman’s. I don’t know 
what was decided in the end, but most doctors look so creepy on 
television that the greatest risk is probably scaring away their 
own patients. 

Finally, the most difficult way to be struck off—making love to 
your patients. The poor doctors who every few months are forced 
to parade through the newspapers always have my sincerest 
sympathy. But since the Committee’s last session we've at least 
the comfort of knowing that we can leap into bed with any 
presentable woman on our National Health Service list as long 
as we're careful to get our partner actually to prescribe her 
bottle of cough mixture. The guiding principle is “You must not 
make a patient into a mistress, but there is nothing to prevent 
your making a mistress into a patient.” This should be cut in the 
stone over medical school doorways instead of “The Art is Long.” 
It would be more useful and much less depressing.—Richard 
Gordon, PUNCH, July 25, 1956. Reproduced by permission of 
PUNCH. 


Photography in the Coroner’s Office 


The photographic camera, loaded with color film, is among 
the most commonly used and valuable pieces of equipment in 
the coroner’s office. Since the coroner deals with highly perish- 
able material, he must be in a position to record permanently 
and accurately the appearance of a body or organs at the time of 
examination. Actually, the photographic record supplements and 
complements, but does not supplant, the complete verbal descrip- 
tion. Rarely, however, will the words of the individual who 
describes the signs of injury or disease be as graphic or compel- 
ling as a well-made color photograph of the subject. Anatomic 
pictures, however, represent but a fraction of the use of photog- 
raphy in medicolegal work. Photographs of ancillary evidence, 
such as bullets or clothing, in or on a body, or of other material 
having some bearing on the cause and manner of death, also 
assist in documenting an inquiry. The value of photographs, 
moreover, goes far beyond their use in cases under investigation. 
Such photographs, together with other data and material accum- 
ulated at the coroner’s office, can be of benefit to many profes- 
sional groups and individuals: medical students and practicing 
physicians; law students and practicing attorneys; coroners and 
medical examiners; police academy trainees; police investigators 
and law enforcement officials; postgraduate students in law, medi- 
cine, and police science; insurance claims adjusters; newspaper 
reporters; and agencies for public health and public safety. 

While the primary function of the coroner’s office is the 
medicolegal investigation of the deaths that fall within its juris- 
diction, valuable medical benefits also accrue from the post- 
mortem study of the pathologic material discovered at autopsy. 
The modern coroner should investigate 20 per cent of all deaths 
in a large community. His findings would comprise a variety of 
pathologic material not ordinarily available to the practicing 
hospital pathologist. Sudden and unexpected death in infancy 
and childhood, a still incompletely solved problem, is an excel- 
lent example of a medicolegal question with strong medical over- 
tones. The coroner’s office can be the starting point for the 
pediatric pathologist who wishes to study this entity. An 
abundance of mechanical, thermal, and electrical traumas is 
seen in the day-to-day work of the medicolegal office, as are 
details of the pathologic anatomy of chemical injury and poison- 
ing.—S. R. Gerber, M.D., and L. Adelson, M.D., The Role of 
Photography in the Coroner’s Office, Medical Radiography and 
Photography, no. 1, 1956. 
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** ,.dioctyl sodium sulfosuccinate [Doxinate] 
results in restoration of normal function both 
in terms of stool consistency and frequency.” 


_ ~CASS, L.J., AND FREDERIK, W.S.: AM. J. GASTROENTEROL. (DEC.) 1956. 


“Our results indicate that effective fecal soften- 
ing is generally adequate to permit correction 
of chronic constipation of the spastic type.” 

—FRIEDMAN, M.: AM. PRACT. & DIGEST OF TREATMENT (OCT.) 1956. 


(DIOCTYL SODIUM SULFOSUCCINATE, LLOYD) 


THE ORIGINAL DIOCTYL SODIUM 
SULFOSUCCINATE FOR TREATING CONSTIPATION 


DOSAG &: 
ADULTS—2 or 3 soft gelatin green 60 mg. capsules daily. 


INFANTS—1 or 2 cc. Dcxinate Solution 5% 
once daily-in milk, formula or fruit juice. 
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DOXINATE® WITH DANTHRON IS 
FREQUENTLY PREFERRED IN: 


e Atonic Constipation 
e Chronic Functional Constipation 
e Geriatrics 


e Pre- and Post-Surgery 
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The New Clinically Proven 


MOGEN 
CIRCUMCISION INSTRUMENT 
designed by HARRY BRONSTEIN, D.D.* 


Circumcision, at one time a religious ritual among a few 
faiths, i is fast becoming a routine universal practice. Physi- 
cians consider circumcision a necessary prophylactic measure 
against cancer of the penis in the male and, possibly, of the 
cervix of the uterus in the female. ‘?) (4 A study 
of clamp methods in current use reveals that, even though 
circumcision is a simple operation, the following three basic 
principles must be kept in mind in designing a circumcision 
instrument: 


1) Simplicity in its use. 


2) Visibility and easy gauging of the amount of prepuce 
and mucosa to be excised. 


3) Quick and complete hemostasis at the line of cir- 
cumcision. 


The Mogen Circumcision Relamicias clinically tested on 
more than 700 babies, assures complete, quick hemostasis at 
the line of circumcision. Its practical design and sturdy con- 
struction prevent side-slipping; beveled under edge and pre- 
cision-engineered aperture prevents accidental injury to 
glans penis, while its flat surface assures accurate, clean ex- 
cision of prepuce. The Mogen, made of stainless steel in a 
single unit, allows for precise gauging of prepuce and mucosa 
to be excised—the physician sees entire area of operation at 
all times. This same unit is adaptable for babies up to two 
years of age. 


The Mogen Circumcision Instrument reduces the tech- 
nique of circumcision to a simple procedure. With the use 
of the Mogen, the physician can now perform the entire 
operation safely—swiftly—simply. Clinical tests have proven 
that the entire procedure can be performed quickly—even 
without previous experience. 


For further information and literature write to: 


HARRY BRONSTEIN, D.D. 
329A Crown Street, Brooklyn 25, N. Y., Slocum 6-5969 


*Guest lecturer on circumcision in medical schools. 


1) Bleich, Alan A.: J.A.M.A. 143: 1054, (July) 1950 

2) Wolbarst, A. L.: Lance I: 150-153, 1932 

3) Dean, A. L., Jr.: Arch. of Surgery 18: 1273-1274, 1929 
J. of Urology 33: 252-283, 1935 

4) Ewell, G. H.: Wisconsin Med. J. 37: 809-814, 1938 

5) Bessesen, D. H.: Med. J. & Rec. 135: 490, 1932 

6) Wrana, P.: Arch. of Ped. 56: 385-392, 1939 
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TABLETS 


non - -nareotic, 


“The doctor said I was sound as a dollar, but 
you know how much it’s worth these days.” 


complication 
“BRAND CF CITRATE, 
S 
Xx ys 
Reg. U.S. Pat. Off. « 
¢ 
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minimizes edema 
4 excellent relief 

z effective in smallest dosage 

widest variety of oral dosage forms 


PREDNISONE SCHERING 


4 


Schering 
METICORTEN 


PREDNISONE 


% 
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replaces cortisone and hydroc@msone a 4 
7 permits treatment of more patignts | 
| 
| a 


‘in rheudmatoid 


extends the befiefits, 


SCHERING 


o permits earlier physical therapy 
Seeexpedites rehabilitation program 
indicated in bronchial asthma 
See allergic and inflammatory 
Skin and eye disorders 


: Tablets supplied in 3 strengths— 
mg., 2.5 mg., 5 mg. 


MC.J.16.386 


METICORTEN 


e excellent relief of pain, swelling, tenderness “9 


faster relief of 


the acute attack 


is octyl nitrite 
(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures faster relief than nitroglycerin 
tablets, as well as prolonged effect; it 
is free from disagreeable, irritating 
odor, and notably unburdened by 
undesirable side actions. 


To be used only with the MEDI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 


MEDIHALER...The New Measured-Dose hia of Nebulization 


and for definitive therapy... 
fewer and fewer attacks 
of less and less intensity 


Long-acting tablets containing pentaery- 
thritol tetranitrate (PETN) 10 mg. and 
Rauwiloid® (alseroxylon) 1 mg. reduce the 
incidence and intensity of attacks and 
lead to objective improvement demon- 
strable by ECG. Dosage: one or two 
tablets q.i.d., before meals and on retiring 
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A wide margin of safety is yours when you use Tronothane for 
surface anesthesia. 


For with Tronothane, the incidence of sensitization is so low 

it is virtually insignificant. You can relieve pain or itching 
safely even in patients known to be sensitized to other topi- 

cal agents. 


To confirm this unusual freedom from side effects, clinical 
studies were made of Tronothane's use with more than 15,000 
patients. These cases included anogenital pruritus, painful 
episiotomy, hemorrhoids, rectal surgery, and a wide variety 
of itching dermatoses, as well as burns and sunburn. 


Not one of these thousands evidenced toxicity. 
Primary sensitization was negligible. And cross— 
sensitization was not noted at any time. 


Why is Tronothane so well tolerated? The answer is in the 
formula. Tronothane's chemical structure is in no way related 
to the agents derived from "caine" drugs. Para-—aminobenzoic 
acids and benzoic acid are not included. Neither are certain 
chemical groups frequently associated with primary 
sensitization. 


Put it to a test, Doctor, and see if this wide safety margin 
doesn't expand the usefulness of topical anesthesia in your 
daily practice. 


Sincerely, 


| Dear Doctor: 


bd . 
Par, Four 
| 
+ 


HIGH-POTENCY STOOL SOFTENE®S 


convenient economical 


m sulfecuccinate 
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® reduces surface tension between ‘he hard feca! report t 
mass and intestina! moisture 


® helps restore fecal mass to norma 


ne 


= permits norma! and comfortable evacuation by Vi | icki 


Mail the attached coupon today — 
your personalized name stamp will be ready 
upon your arrival at the meeting. 


BLAIR LABORATORIES, INC. 
SHORT HILLS, N. J. 


Please have a complimentary name stamp 
ready for me at Blair booth G-22 
1956 Clinical Meeting of the A.M.A. 


PLEASE PRINT 
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Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


anxiety is part of 


every illness 
In physical sickness ... 
anxiety 


In anxiety... 
* 


MEPROBAMATE 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate 
Philadeiphia 1, Pa. Licensed under U.S. Patent No. 2,724,720 


anti-anxiety factor with muscle-relaxing action 


"Trademark 


It’s the 
OFFICIAL A.M.A. 


Auto Insignia 


Assure yourself of every traffic courtesy by dis- 
playing this official emblem on the front and back 
of your car. It shows the Aesculapian staff, the 
well known green cross and the unmistakable ini- 
tials “M.D.” Each emblem is numbered and regis- 
tered. PRICE, including clamp bracket for use on 
license plate, $3.50 each. Order today! 


(Sold only to A.M.A. members) 


American Medical Association 
535 North Dearborn St., Chicago 10, Il. 


PR be were 
DR Om Jones 
BR dBA Sheme 
DR OR 


“You'd wonder how a fellow like that keeps a practice! 


Imagine telling me that my symptoms are due 
advancing age!” 


only to 
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Acetazolamide Lederle 


For effective, convenient diuretic action, prescribe DIAMOX! 

This carbonic anhydrase inhibitor is taken orally, each or every other 
morning. It produces prompt, copious diuresis—an effect lasting 

six to twelve hours. It is virtually nontoxic, does not accumulate in 
the tissues, and is well suited to long-term treatment. 

It is not a mercurial or xanthine derivative. 


DIAMOX is the most widely prescribed drug of its kind for cardiac 
edema, and it is now proving of great use in these other conditions 
requiring diuretic therapy: glaucoma, epilepsy, premenstrual tension, “e 
obesity with edema, and the edema associated with the toxemia of pregnancy. 5 


250 mg. scored tablets for oral use. 
500 mg. ampuls for intravenous use when oral ingestion is impracticable. 


J ederle LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
ai REG. U.S. PAT. OFF, 
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... then use Rauwolfia plus Veratrum 


To reduce high diastolic blood pressure resistant 
to Rauwolfia alone, the next logical and widely 
advocated step in therapy is to combine Veratrum 
with Rauwolfia."? This combination is effective, 
acts promptly and is better tolerated than therapy 
with Rauwolfia plus the more potent ganglionic 
blocking agents’ 


Rauvera combines the alseroxylon* fraction of 
Rauwolfia serpentina with alkavervir (a Vera- 
trum viride extract). Rauvera allows you to reduce 
smoothly and promptly, with a wide index of 
safety, the high fixed diastolic blood pressures often 
encountered in patients with Grades II and III hy- 
pertension. The additive if not synergistic action 
of the components of Rauvera permits lower dos- 
ages of Veratrum without sacrificing its clinical 
efficacy, yet minimizing the troublesome emetic 
side effects of straight Veratrum. Rauvera thus rep- 


resents a well-tolerated antihypertensive combina- 
tion therapy when Rauwolfia alone is not enough. 


Each tablet contains 1 mg. purified Rauwolfia 
serpentina alkaloids (alseroxylon) and 3 mg. Vera- 
trum viride fraction (alkavervir — biologically 
standardized for its ability to lower blood pressure). 


Dosage: 1 tablet 3 or 4 times daily, after meals, at inter- 
vals of not less than four hours. 


Supplied: In bottles of 100, 500 and 1,000 tablets. 


BIBLIOGRAPHY: 
1. Wilkins, R. W.: J. Chronic. Dis. 1:563 (May) 1955. 


2. Goodman, L. S., and Gilman, A.: The Pharmacological Basis of 
Therapeutics, ed. 2, New York, The Macmillan Company, 1955, 
p. 754. 


*A WorD ABOUT ALSEROXYLON 

Alseroxylon is that extract of Rauwolfia serpentina 
which contains a complex of hypotensive and tranquil- 
lizing alkaloids freed from the undesirable yohimbine- 
like alkaloids and the inert material of the whole root. 


RAUVERA® RAUWOLFIA PLUS VERATRUM 
Smith-Dorsey + Lincoln, Nebraska + a division of The Wander Company 
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BREATHING BALANCE 


in bronchial asthma 5 


Sterane 


brand of prednisolone 


one of “the best therapeutic agents 
now available”* 


provides restoration of breathing capacity — Relief of symptoms 

1 mg. oral tablets, bottles of 100. [ bronchospasm, cough, wheezing, dyspnea] is maintained for long ‘ 
Both are deep-scored, periods with relatively small doses.* ; 
*Sch E.: New York J. Med. 

057,186. minimal effect on electrolyte balance — “in therapeutically effective 


doses... there is usually no sodium or fluid retention or potassium 
loss."* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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measurable: gain 


‘Chemically Unique: 

Proven Effectiveness: PRELUDIN 
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the gopher and the empty incubator 


Premature birth is by far the leading cause of 
neonatal death. So far, the most effective 
counter-measure has been to place the baby in 
an incubator. Now, with help from the pocket 
gopher, more of these vulnerable beings can be 
kept in the environment that offers them fullest 
protection: their mother’s womb. 


Why the gopher? This rodent has an intriguing 
characteristic: at maturity, the pubic symphysis 
of the female is completely resorbed. Studying 
this process, Hisaw first came to suspect the 
existence of a relaxation hormone and eventu- 
ally to discover relaxin.’* 


Hisaw’s work led Warner-Chilcott research 
workers to the development of Releasin (a puri- 


fied relaxin preparation). Releasin has proved 
a well tolerated and effective aid in controlling 
premature labor occurring between the 29th 
and 36th week of pregnancy.*® When used 
early enough, Releasin can halt premature 
labor in many cases. Frequently, enough ad- 
ditional time in utero may be gained to permit 
delivery of a viable fetus. 


Complete literature available on request. 


References: 1. Hisaw, F. L.: Physiol. Zoél. 2:59 (Jan.) 
1929. 2. Hisaw, F. L.; Meyer, R. K., and Fevold, H. L.: 
Proc. Soc. Exper. Biol. & Med. 27:400 (Feb.) 1930. 3. 
Hisaw, F. L., and Zarrow, M. X.: Vitamins & Hormones 
8:151, 1951. 4. Perkoff, G. T., et al.: J. Clin. Endocrinol. & 
Metab. 14:531 (May) 1954. 5. Abramson, D., and Reid, 
D. E.: J. Clin. Endocrinol. & Metab. 15:206 (Jan.) 1955. 
6. Eichner, E.; Waltner, C.; Goodman, M., and Post, S.: 
Am. J. Obst. & Gynec. 71:1035 (May) 1956. 


a new aid in control of premature labor 


brand of relaxin 


WARNER-CHILC OTT 


100 YEARS CF SERVICE TO THE MEDICAL PROFESSION 
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because attacks are reduced in 
a incidence and intensity, and the 


patient gains a new perspective 
on life. 


Pentoxulon 


LONG-ACTING TABLETS CONTAINING Tt oe TETRANITRATE (PETN) 10 MG. 
AND RAUWILOID® (ALSEROXYLON) 1 MG. 


DOSAGE: one to two tablets q.i.d., 
before meals and on retiring. Avail- 
able in bottles of 100. 
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“Sorry 1 stopped you, doc! I didn’t 


know you were racing the stork!” 


“And nou’, Mrs. Teppel, if you've 
with your diagnosis, may I give mine?” 
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ulcer relief with negligible side effects 


In controlled studies, immediate and complete relief was observed in a 
majority of patients receiving PaTHILON for severe ulcer pain. ! 
PATHILON provides not only prompt clinical symptomatic relief but also 
effective inhibition of painful spasm and hypersecretion at the ulcer site— 
with minimal undesirable side effects. 


Recommended in the treatment of peptic ulcer, gastric hyperacidity and 
hypermotility, gastrointestinal spastic conditions such as spastic and irritable 
colon, functional diarrhea, pylorospasm, and hypermotility of the 

small intestine not associated with organic change. 2 
Available in three forms: tablets of 25 mg., plain (pink) or with 
phenobarbital, 15 mg. (blue), and Parenteral 10 mg./cc.—1 cc. ampuls 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK Lederte ) 


1. “Evaluation of Drugs in the Treatment of Peptic Ulcer” by J. M. Ruffin, M. D., D. Gayer, M. D., J. S. Atwater, M. D. and B. G. Oren, M. D, 
_ Exhibit at A.M.A. Meeting, Atlantic City, June 1955. 
«<i 2. Council on Pharmacy and Chemistry, J.A.M.A. 160:389 (Feb. 4) 1956. REG, Us Se PAT. OFF. 


anxiety is part of every illness 


In physical sickness... 
anxiety 


In anxiety... 


MEPROBAMATE 


(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
licensed under U.S.Patent No. 2,724,720 


Phitdetpha 1, Pa anti-anxiety factor with muscle-relaxing action 
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arthritis 


“A therapeutic response was 


73 per cent of these with rheumatoid arthritis alone.” 


Denko, C.W., Rul, 0., ond Bergenstal, 0. 
Pract, & Digest Treat. 6: 1565, 1955, 


potent, specific anti-arthritic 


(phenylbutazone GEIGyY) 


relieves pain - improves function 


resolves inflammation 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 
with its use are urged to send for literature before prescribing it. 
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In acute alcoholism, “Thorazine’ is now considered a therapy of choice. 
For example, “Thorazine’ offers these definite advantages: 


—rapid control of excitation and delirium tremens. 
—prompt control of nausea and vomiting. 
—restoration of appetite and the ability to take liquids— 
in many cases abolishing the need for intravenous fluids. 


In chronic alcoholism, ‘Thorazine’ lessens or abolishes the anxiety and 
tension so often experienced by chronic alcoholics. It helps these patients 
to refrain from drinking and to be more receptive to psychotherapy. 


THORAZINE* 


‘Thorazine’ should be administered discriminately and, before prescribing, 
the physician should be fully conversant with the available literature. 
‘Thorazine’ is available in ampuls, tablets and syrup (as the 
hydrochloride), and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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provides economy 
ACTH 


because lasts long 


CORTROPHIN-ZINC 


Cortrophin-Zinc represents an advance in ACTH therapy 
because each injection lasts at least 24 hours in the most acute 
case to 48 hours and even longer in milder cases. It economizes 
not only in cost of ACTH therapy but also in the total dosage 
of ACTH required to treat the condition. This means little 
likelihood of overdosage symptoms, and fewer “peaks and 
valleys” of therapy. Cortrophin-Zinc is convenient to use, too, 
since it is an aqueous suspension which requires no preheatin;: 
and flows easily through a 26-gauge needle. 


Available in 5-cc vials, each *T.M.—Cortrophin 

ee providing 40 U.S.P. units an 
. corticotropin with 2.0 mg ‘Brand of Corticotropin-Zinc Hydroxide 
of zinc. 


CORTROPHIN-ZINC an Organon development Orange, New Jersey 
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Johnson's Baby Powder 


contains the world’s most suitable talc 


Only Johnson’s Baby Powder uses the whitest, purest Italian talc exclusively. This is 
specially processed and screened, then enhanced by clinically proved ingredients, to 
give a baby powder of unsurpassed quality. 


excellent dry lubrication The specially selected talc in Johnson’s Baby Powder insures 
uniformly smooth, flat platelets. These talc platelets glide smoothly—give the powder 
its unexcelled lubricant action and silky-soft feel. 


buffering action Johnson’s Baby Powder contains a special agent which neutralizes 
excessive acidity and alkalinity of the skin—helps prevent and relieve diaper rash, urine 
scald and chafing. 


notably free from dust-cloud effect Special processing discards particles likely to be 
air-borne and inhaled. 


absorption without occlusion Johnson’s Baby Powder contains no oil, does not occlude 
skin, and does not repel water. It blots up moisture for rapid evaporation—helps com- 
bat chafing and miliaria. 


bettering baby care through specialized research 


BABY PRODUCTS DIVISION 
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NOW AVAILABLE 


to overcome 


infections that 
respond any 


‘ 


other 
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ODAY’S resistant pathogens are the tough sur- 
fs cai of a dozen widely used antibiotics. 
Certain organisms, notably Staphylococcus aureus* 
and susceptible strains of Proteus vulgaris, produce 
infections which have been resistant to a// clinically 
useful antibiotics. 
To augment your armamentarium against these ae 
resistant infections, ‘CatHomycin’ (Novobiocin, 
Merck), derived from an organism recently discov- 
ered and isolated in the Merck Sharp & Dohme - 
Research Laboratories!, is now available. ) 


SPECTRUM —‘Catuomycin’ !: 2.3.5.6 has also been 
shown to be active i” vitro against other organisms 
including— D. pneumoniae, N. intracellularis, S. 
pyogenes, 8. viridans and H. pertussis, but clinical 
evidence must be further evaluated before ‘CaTuo- 
MYCIN’ can be recommended for these pathogens. 


ACTION—‘CatHomycin’ in optimum concentration 
is bactericidal. Cross-resistance with other anti- 
biotics has not been observed.’ 


TOLERANCE—‘CatHomycin’ is generally well tol- 
erated by most patients.>:® 8-9 10.1 


ABSORPTION—‘Cartuomycin’ is readily ab- 
sorbed 5-6 % and oral dosage produces significant 
blood and tissue levels which persist for at least 


12 hours.’ | 


(Crystalline Sodium Novobiocin, Merck) ss OD IUM 


INDICATIONS: Clinically ‘CarHomycin’ has proved 
effective for cellulitis, carbuncles, skin abscesses, 
wounds, felons, paronychiae, varicose ulcer, pyogenic 
dermatoses, septicemia, bacteremia, pneumonia ; 
and enteritis due to Staphylococcus and infections 
caused by susceptible strains of Proteus vulgaris 
resistant to other antibiotics. 1.11, 12, 13,14 
Also, it is of particular value as an adjunct in 
surgery since staphylococcic infections seem prone » 
to complicate post-operative courses. 


SUPPLIED: ‘CatHomycin’ Sodium (Crystalline So- 
dium Novobiocin, Merck) in capsules of 250 mg., 
bottles of 16. 


‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 


REFERENCES: 1. Wallick, H., Harris, D.A., Reagan, M.A., Ruger, M., and Woodruff, H.B., 
Antibiotics Annual, 1955-1956, New York. Medical Encyclopedia, Inc., 


1956, pe. q 
. Frost, Valiant, M.E., McClelland, L., M., and 


2 
Cuckler, AC, Antibiotics Annual, 1955- 1956, 
3. Verwey, WF. Miller, A.K., and West, Annual, 
1955-1956, pg. 924. 
4. Kempe, C.H., Calif. Med., stan, April 1956. 
5. Simon, H.J., McCune, R. M., Dineen, P.A.P., Rogers, D.E., Antib. Med., 
2:205, April 1956. 
6. zi, y=: J., Berntsen, C., Jr., Tompsett, R., Antib. 
pri 
7. Lin, K.-E., Coriell, L.L., Antid. ated. 2:268, April 1956. MERCK SHARP & DOHME 
8. Limson, M., Romansky, N.J., Med., 2: 277, April 1956. DIVISION OF MERCK & CO., Inc 
9. — RF. Prigort, A., de Ansib. Med., 2:282, April PHILADELPHIA 1. PA. 
1956. 
10. Nichols, R.L., amg M., Antib. Med., 2:241, April 1956. 
11. Mullins, J.F., Wilson, C 4 & ” Antib. Med., 2:201, April 1956. 
12. David, N.A., Burgner, P.R., Antid. Med., 2:219, April 1956. / 
13. Martin, W.J., Heilman, F. R. , Nichols, D. R. , Wellman, W.E., and Geraci, 2 
Med. 2:258, April 1956. x 
14. Milberg, M.B., Schwartz, R.D., Silverstein, J.N., Antib. Med., 2:286, 


April 1956. 


53 
‘ 
ve 
? 
™ 


Allergy 


minutes up to an hour. 

resulting from the injectj 

tact with an antigen o 

terium. latent a., alle 

fested by symptoms b 

tected by tests. mental &@., a condition resem- 
bling allergy but in which the allergen is a 
mental or emotional state, pormal a. ced 
a. pathologic a. 

a condition in 

the effects o 

cold, light, 

polyvalent 

taneous a. 


a 


STANDARD 


Shortly after antihistaminic 
therapy was introduced, Pyri- 
benzamine was chosen as a 
standard among 17 antihista- 
minics compared for their 
power to inhibit histamine 
flare.! Six years later, Pyri- 
benzamine still was “probably 
prescribed more widely than 
any other histamine antagon- 
ist.” Effectiveness in control- 
ling edema, erythema and 
whealing has made Pyriben- 
zamine an enduring antihista- 
minic standby in such condi- 
tions as allergic dermatitis and 
rhinitis, urticaria, serum sick- 
ness and drug reactions. 

1. Lovejoy, H. B., Feinberg, S. M., and 
Canterbury, E. A.: J. Allergy 20:350 
(Sept.) 1949. 2. Goodman, L. S., and 
Gilman, A.: The Pharmacological Basis 


of Therapeutics, 2nd Ed., The Macmillan 
Company, New York, 1955, p. 660. 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


Dosage: One or two 50-mg. tablets 
as required. Supply: Tablets, 50 mg. 
(scored) and 25 mg. (sugar-coated). 


CIBA SUMMIT, N. J. 


| 
mocrine a., allergy to an genous 
heredita allergy existing as a 
immediate a., gic response which 
within a sho ne, i.e., from a few 
See 
3 
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CORDIAL-LIKE 


FORM, TOO. 


PROMPT-ACTING, 


GOOD-TASTING 


_ Chicago 11, Iilinois 


TARAX 


PAUYOROXYZINE HYOROCHLORIDE) 


WITHOUT DISTURBING 


MENTAL ACUITY 


FAST — begins to induce “peace of mind” 
within 15 minutes.’ 


EFFECTIVE — approximately 90% clinical 
response in anxiety and tension states.':?:* 


WELL-TOLERATED — virtually no side ef- 
fects are reported. No toxic action on liver, 


blood or brain.':?>* 


DOSAGE: Adults, usually one 25 mg. tablet 
or two tsp. Syrup, t.i.d. Children, usually 
one 10 mg. tablet or one tsp. Syrup, once 
or twice daily. Adjust as needed. 


SUPPLIED: In tiny 25 mg. (green) tablets, 
and 10 mg. (orange) tablets, bottles of 100. 
ATARAX Syrup in pint bottles, containing 
2 mg. ATARAX per Cc. 


References: 1. Farah, Luis: Int. Rec. of Med. & Gen. 
Prac. Clin. 169:379 (June) 1956. 2. Shalowitz, M.: 
Geriatrics, July, 1956. 3. Robinson, H. M. et al: 
J.A.M.A. 161:604 (June 16) 1956. 
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(DEPRESSION AND ALCOHOLISM’ 
Sex: Age: £2 Occupation: “Hod eurfe, 
Chief Complaint: itd , Of 


TTOYOOTY 
pue uoTsseideg 


Observations: woman set shake bt fred orn 


Atimed To Od © 


n 
depressi periods of time. 


* Case history from the actual files of an eminent physician; photo professionally posed 
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One more case in point for in doses individualized 
to the patient, Meratran 
action, and well- > 
pipradrat Hydrochloride being without jitters Va 
4 in functional fatigue and mild 
stores your emo- effect on blood pressure 
pressed patien or no insomnia, 
jevel alertness, jetdown appetite, 00 tolerance of | 
Merrell interest and drug habituation: 
nother excl wide range of safety. 
original qHE WILLIAM MERRELL COMPANY bese: daily, adjusted 
research New York ° cINCINN ati St Thomss, Ontario downward to patient need. 3 
*MERATRAN’ 


CT, 
é 
2/22 56/ p CHARGE SUMMA 
Patient, White Male, e 4 €ntereg the Clinic On 2/13 o6 
— With history of Yellow dischar € from the right a | 
._fever and sore throat oF two dane duration 
\ Temperate: Orally was 1000 infectag ‘onsils 
: \ ‘nilameg, norm terial Fight ear canal; 
~—~+¥mpanic nembrane “ormal. "Diagn SiS =~ tonsil and 
culture reveateg aureus, C0aguiase POSitive, | 
| 400 mgm in “Wally divides doses, 
After 24 hours of therapy, Patient cote, ad 
able, T= 99 6, Throat Slightly infecteg Secretions in car 
\. “anal Were dry 4nd both ‘Ympanic membranes were norma). 
Culture on 2775 Showeg no ©0agulase up 
| other Pathogens, On 2/22 exam Showed him 
A | oe findings, The dry Was Stoppeg at this time, kisy a 
Fina] Diagnosis: tonsillitis and otitis externa due to 
Staph lococcus aureus, 
j *Communicatiy, Abboy Laboratories 
\ 


“clinical response 
good or excellent” 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throat, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator 


stated, “In all 18, the clinical response could be regarded as either good 
or excellent.” 


This, of course, is only one of many reports showing the effectiveness of 
ERYTHROCIN against coccic infections. You'll get the same good results 
(nearly 100% in common, bacterial respiratory infections) when your 
prescription reads Filmtab ErRYTHROCIN Stearate. 


“toxicity lower 
in erythromycin-treated 
patients” 


After a study of 208 patients treated with erythromycin (78), procaine 
penicillin (78) and a placebo (52), the investigator stated: “. . . the incidence of 
toxicity (compared to procaine penicillin) was significantly lower in the 
erythromycin-treated patients.” 


Actually, ERYTHROCIN stands on a remarkable record of safety. After four years, 
there’s not a single report of a severe or fatal reaction attributable to 
erythromycin. Also, allergic reactions rarely occur. Filmtab ErYTHROCIN Stearate 
(100 and 250 mg.), is available in bottles of 25 and 100, at all pharmacies. 


® Filmtab—Film sealed tablets, Abbott; pat. 
applied for. 


1. Herrell, W. E., Erythromycin, Antibiotics 


im, Monographs, No. 1, p. 29, New York, Med- 
ical Encyclopedia, Inc., 1955. 
mat Idem p. 30. 


(Erythromycin Stearate, Abbott) 
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Full Day’s Work 


full 24 hour protection §/or 


In rig 
SUSTA 
patien 
group 
Each 
release 


amino 


protec 


1Fuller, 


(Wood engraving by Bernard Brussel-Smith for the Armstrong Cork Company.) 


Many industrial jobs are impossible for a man with coronary insufficiency. 
Now, however, 1 tablet of METAMINE SUSTAINED, morning and evening, will 


help protect him from attacks of angina pectoris. 


Shet.Leeming Ce 155 East 44th Street, New York 17, N.Y. 
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Without Angina Pectoris 
or 8 out of 10 angina patients 


In rigorous clinical trials,| METAMINE 
SUSTAINED improved 80 (78%) of 103 
patients with angina pectoris, including a 


group refractory to other medication. 


Each METAMINE SustTAINeD tablet slowly 
releases 10 mg. of METAMINE, the unique, 
amino nitrate, to provide enduring, 12-hour 


protection from anginal attacks. 


Simplified dosage—just 1 tablet on arising, 


and 1 before the evening meal. 


Greater economy for your angina patient. 


Supplied: Meramine Sustainep, 10 mg., 
in bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., and 


METAMINE (2 mg.) with BUTABARBITAL 
(14 ger.), bottles of 50 tablets. 


iFuller, H. L. and Kassel, L. E.: Antibiotic Med. and Clin. Therapy, 3:322, Oct., 1956 


Metamine 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 
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COMMON THERAPEUTIC PROBLEM: 


the “see-saw” antimicrobial effect 
of broad spectrum antibiotics 


BEFORE THERAPY 


the Priceless Ingredient 


SQUIBB Mysteclin Capsules—Con- 

as taining 250 mg. Steclin 
(Squibb Tetracycline) Hydro- 
chloride and 250,000 units 
Mycostatin (Squibb Nystatin). 


Bottles of 16 and 100. 


Squibb Quality- 


*mystecuin’®, ‘stecuin® ano are squiss TRADEMARKS 


RESPONSE OF INTESTINAL FLORA fei BROAD SPECTRUM ANTIBIOTICS ALONE 
ematic) 


Mysteclin Half Strength Cap- 
sules — Containing 125 mg. 
Steclin (Squibb Tetracycline) 
Hydrochloride and 125,000 
units Mycostatin (Squibb Nys- 
tatin). Bottles of 16 and 100. 


NEW... Mysteclin Suspen- 
sion—Containing the equiv- 
alent of 125 mg. Steclin 
(Squibb Tetracycline) Hydro- 
chloride and 125,000 units 
Mycostatin (Squibb Nystatin) 
per 5 cc. teaspoonful. Bot- 
tles of 2 ounces. 
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A NOW... balanced antimicrobial therapy 


RESPONSE OF INTESTINAL FLORA TO MYSTECLIN 


(Schematic) 


BEFORE THERAPY AFTER THERAPY 


MYSTECLIN 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


the only broad spectrum antibiotic preparation with 
added protection against monilial superinfection 
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uarterly 


The long awaited volume is now available 


YOUR 
GUIDE TO 
CURRENT 


PUBLICATIONS 


WITH AUTHORS 
AND SUBJECTS... 


Divided into sections, one devoted to books and the 
other to periodical literature, the QUARTERLY 
CUMULATIVE INDEX MEDICUS contains a list 
ef current publications alphabetized as to authors 
and subjects. The exact bibliographic reference is 
given under the author with titles in the original 
language, while titles under subjects are all in Eng- 
lish. The index also includes a listing of journals, 
addresses and publishers. 


The QUARTERLY CUMULATIVE INDEX 
MEDICUS appears twice a year; volumes are cloth 
bound and cover periodicals for six months as indi- 
cated on the publication. These two volumes will be 
a convenient and inclusive reference for current medi- 
cal literature. Invaluable for practitioners, specialists. 
teachers, editors, writers, investigators, students and 
libraries. 


J.A.M.A., November 3, 1956 
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AMERICAN MEDICAL ASSOCIATION 
NORTH DEARBORN. 
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Medical-Journal Report: 


Hypertensive symptoms relieved 
in 96% oft patients 


“Comparison of pentolinium [ANSOLYSEN] with other preparations in 25 
patients with severe essential hypertension . . . showed that pentolinium 
is . . . most effective . . . in reducing dangerously high blood pressure to 
the desired levels, and in modifying some of the complications of hyper- 
tension, as cardiac decompensation, cardiomegaly and retinopathy. .. . ‘ 


“In 96 per cent (24 patients) clinical symptoms were relieved and the 
blood pressure maintained at comfortable levels. . . .” 


ANS OLYSEN 


TARTRATE Pentolinium Tartrate 


-. Lowers Blood Pressure 


1. Albert, A., and Albert, M.: Am. Pract. & 
Dig. Treat. 7:986 (June) 1956. 
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(ERYTHROMYCIN, LILLY) 


Virtually all acute bacterial infections of the 
throat, nose, ear, and lung yield quickly. Yet, 
because the coliform bacilli are highly insensitive, 
the bacterial balance of the intestine is seldom dis- 
turbed. 


‘Tlotycin’ kills susceptible pathogens of the re- 
spiratory tract. Therefore, the response is decisive 
and quick. Bacterial complications such as otitis 
media, chronic tonsillitis, and pyelitis are less likely 
to occur. 


‘llotycin’ is notably safe and well tolerated. 
Staphylococcus enteritis and avitaminosis have not 
been encountered. 


With usual dosages, gastro-intestinal hypermotility 
is not observed in bed patients and is seen in only a 
small percentage of ambulant patients. 


Available as specially coated tablets, pediatric sus 
pensions, I.V. and I.M. ampoules. 


RO un ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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VISUAL INTRACARDIAC SURGERY IN A SERIES OF 
ONE HUNDRED ELEVEN PATIENTS 


Henry Swan, M.D. 


and 


S. Gilbert Blount Jr., M.D., Denver 


_ This report is concerned with an analysis of our clin- 
ical experience with one method (hypothermia) for 
achieving the major goal of cardiac surgery; namely, 
open heart, dry field, and direct vision. Deep is our 
conviction that from the surgical point of view increas- 
ing experience will enable most if not all current and 
future operative procedures within the heart to be 


accomplished with deliberation under these conditions. © 


By one technique or another, the risk to the patient 
will be as low or lower and with better results than 
current blind manipulations guided only by the sense 
of feel. Surely the accuracy that vision gives to tech- 
nique, together with the versatility it allows in coping 
with unexpected variants of the defect, will effect re- 
sults that are superior from all standpoints. This is 
already true of valvular and infundibular pulmonary 
stenosis, atrial septal defect, and ventricular septal de- 
fect. We believe it will eventually be true of all intra- 
cardiac procedures. 

In the exploration of any new technique, however, 
though the successes be gratifying, the way is strewn 
with occasional bitter defeats that seem doubly diff- 
cult to accept as one realizes that increasing knowledge 
and experience will probably prove that many such 
failures would later be preventable. Yet, thus it is with 
all clinical exploration of new horizons, and one seeks 
strength in the conviction that in each patient the diag- 
nosis was as certain as possible, the need for surgery was 
definite and urgent, and the background of experiment 
was as broad as possible. Not all the questions, how- 
ever, can be completely solved in the laboratory; in the 
end, clinical trial must be made and the vital human 
problems faced. 

The operations performed in this series of patients 
were all done during general hypothermia. The meth- 
odology of our management of hypothermia has been 


¢ The use of general hypothermia in order to per- 
mit cardiac surgery to be performed on the open 
heart with a dry field_under direct vision has in- 
trinsic, unknown risks. These have been analyzed in 
111 patients, the largest group being 58 patients 
with atrial septal defects. Of 19 fatalities, 8 were 
due to cardiac failure, 4 to thrombosis, 4 to hemor- 
rhage, and 3 to other causes. The hazards both of 
the cardiac arrhythmias and of the disturbances of 
clotting can be greatly reduced by not exceeding a 
limit of eight minutes of circulatory occlusion, by 
not using this technique for procedures that cannot 
be readily accomplished within this time limit, and 
by keeping the temperature within the range from 
29 to 32 C (84.2 to 89.2 F). Within these limitations, 
pulmonary valvular and infundibular stenosis, atrial 
septal defect, and aortic stenosis can be readily 
repaired at low risk. The risk is justified by the 
sometimes dramatic improvement seen after opera- 
tion in patients with otherwise hopeless conditions. 


described in previous publications,’ and will not be 
elaborated here. Moreover, the actual operative tech- 
niques have also been described,’ so these will not be 
further discussed. We are primarily concerned here 
with the results of the procedures. When one is utiliz- 
ing a new modality such as hypothermia, with its in- 
trinsic but unknown risks, and then superimposes in 
addition a new technical method, such as open suture 
closure of atrial septal defect, open pulmonary or aortic 
valvuloplasty, or suture closure of ventricular septal 
defect, one may have difficulty in assessing the reasons 
for success or failure in a single patient. We have at- 
tempted to evaluate our results in spite of the com- 
plexity of the variables. 


From the departments of surgery and medicine, University of Colorado School of Medicine. 
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Scope of Technique 

The variety of cardiac defects for which the value of 
open operation was explored is illustrated in table 1, 
and the over-all results are also tabulated. From the 
beginning it was realized that certain complicated 
congenital lesions, such as transposition of the great 
vessels, single ventricle, and Ebstein’s anomaly, were 
beyond the probable scope of the technique of hypo- 
thermia. Our experimental evidence suggested that 15 
minutes of circulatory occlusion was an absolute limit 
at the temperature levels we were employing and that 
probably 10 minutes was a more reasonable limit to 
apply clinically. As our experience has increased, we 
have lowered this limit to eight minutes. In general, 
then, only those procedures that can be readily accom- 
plished in eight minutes of intracardiac manipulation 
appear to be suitable for open operation during the 
hypothermia of present-day use. Because we limit our 
occlusion time, we have also been tending, in recent 
cases, to use somewhat higher body temperatures than 


J.A.M.A., November 3, 1956 


the scope of this technique. Atrial septal defect and 
valvular pulmonary stenosis occur as single lesions and 
in an interesting variety of combinations. Table 2 illus- 
trates the various combinations of defects that in- 
volved the atrial septum, and table 3 the combinations 
involving pulmonary stenosis. There is, of course, 
considerable overlap of patients in the two tables. 

On the basis of this experience with our first 111 pa- 
tients, we currently hold tentative opinions on the 
indications for specific operative procedures in isolated 
valvular pulmonary stenosis, isolated infundibular pul- 
monary stenosis, atrial septal defect secundum, trilogy 
of Fallot (a valvular pulmonary stenosis and an intact 
ventricular septum with right ventricular hypertrophy 
but with a right-to-left shunt through a defect in the 
atrial septum), tetralogy of Fallot, and aortic valvular 
and subvalvular stenosis. 

There are no rigid indications for operative inter- 
vention in patients with valvular pulmonary stenosis 
and intact ventricular septum. In each patient the par- 


TaBLe 1.—Results in 111 Patients of Open Heart Surgery During Hypothermia 


Patients, 

Disease No. 

Atrial septal defect (secumdum)..........ccccccsccccccccccccceccecs 45 
Hiatus atrioventricularis 3 
Atrial septal defect and pulmonary stenosis (trilogy), cyanotic.. 8 
Atrial septal defect and pulmonary stenosis, acyanotic.......... 1 
111 


Recathe- 
terized re 


Too Recent 
Improved Unimproved Dead to Evaluate 
27 26 


Bloom 
Blom 


* Defect including lower portion of atrial septum and upper part of interventricular septum, with abnormalities of atrioventricular valves. 


we did previously in order to minimize the inherent 
risks of hypothermia itself, namely, cardiac arrhythmias 
and disturbances of the clotting mechanism. The cur- 
rent range of body temperature levels utilized is be- 
tween 29 and 32 C (84.2 and 89.6 F). 

Early in our experience it became evident that cer- 
tain lesions were eminently suitable for repair within 
the limits of the technique, specifically, valvular pul- 
monary stenosis, infundibular pulmonary stenosis (both 
with intact ventricular septum), secundum type atrial 
septal defects, and, lately, aortic valvular stenosis. 
(Secundum type defects are central or posterior supe- 
rior, with a rim of septal tissue situated inferiorly on 
the atrioventricular ridge; primum type defects are 
located inferiorly so that the inferior border of the 
defect is formed by the atrioventricular ridge. In 
addition, anomalies of the atrioventricular valves fre- 
quently occur.) On the other hand, a short clinical 
trial with ventricular septal defect proved this to be 
a lesion of such complexity and variety that its careful 
repair would inevitably require more time than al- 
lowable within the safe limits of hypothermia. This 
operation was, therefore, abandoned as being beyond 


ticular problem must be evaluated. In general, we feel 
that operative intervention is definitely indicated 
whenever the systolic pressure within the right ventri- 
cle is 100 mm. Hg or over. However, certain circum- 
stances might lead to operative intervention in patients 
with right ventricular systolic pressures of less than 100 
mm. Hg. Thus, with definite radiological and electro- 
cardiographic evidence of right ventricular hypertro- 
phy, operation would be considered even though the 
right ventricular systolic pressure was but 70 or 80 
mm. Hg. Since the indications for operation center 
upon the results of the physiological studies and are 
not dependent upon the symptoms in the patient, we 
feel that cardiac catheterization should be performed 
in every patient in whom this diagnosis is suspected, 
not merely to verify the clinical impression, but also 
for evaluation of the significance of the lesion. 


Present Clinical Trial 


At the present time, open transarterial pulmonary 
valvuloplasty has been performed on 25 patients and, 
of this number, 17 have been recatheterized. There 
have been no deaths in this group of patients. The 
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postoperative physiological studies reveal that 15 of 
these 17 patients have achieved a cure, which we have 
arbitrarily defined as a postoperative residual systolic 
pressure gradient between the right ventricle and the 
pulmonary artery of 20 mm. Hg or less. In the 17 pa- 
tients recatheterized, a systolic pressure gradient of 
less than 10 mm. Hg was noted in 9 patients and less 
than 20 mm. Hg in 6 patients. In the remaining two 
patients there were gradients of 26 and 28 mm. Hg. 
Diastolic pulmonary artery pressures have remained 
normal, and significant pulmonary regurgitation has 
not occurred in any patient. Although this series is still 
relatively small, it is our conviction that this current 
operative approach is a both safe and eminently effec- 
tive one and is superior to the blind transventricular 
approach. 

Infundibular pulmonary stenosis with an intact ven- 
tricular septum is a relatively rare congenital lesion. 
However, in this series such lesions have been evalu- 
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pulmonary artery was completely abolished, and the 
postoperative studies revealed no evidence of a shunt 
in either direction. The remaining patient, completely 
asymptomatic, had a postoperative pressure gradient 
of 27 mm. Hg. Again, the currently suggested approach 
to this lesion is considered to be both safe and effective. 

The indications for surgery in the patient with trilo- 
gy of Fallot are in general similar to those for valvular 
pulmonary stenosis with intact septums. Patients fall- 
ing into this group usually, although by no means in- 
variably, have a higher systolic pressure within the 
right ventricle, and, thus, almost always the indications 
for surgery are clear-cut. Early in our experience we 
had hoped that, with the regression of the right ven- 
tricular hypertrophy after valvuloplasty and the change 
in the pressure-volume relationship of this ventricle, 
the right atrial pressure would fall, the right-to-left 
shunt would be abolished, and possibly the foramen 
ovale might close, should that have been the defect in 


TABLE 2.—Results of Surgery in Patients with Atrial Septal Defects 


Patients, Operations, Proved Too Recent 

Disease No. No. Total Cure Improved Unimproved Dead to Evaluate 
Hiatus atrioventricularis communis............sseceescsesceseeeess 3 3 0 0 1 2 0 
Atrial septal defect and pulmonary stenosis...............s..e000- i) 10 1 4 0 2 2 

TABLE 3.—Results of Surgery in All Patients with Pulmonary Stenosis 

Patients, Operations, Too Recent 

Disease No. No. Total Cure Improved (Unimproved Dead to Evaluate 
2 2 1 1 0 0 0 
10 10 0 7 0 8 0 
53 54 17 26 r a 


ated in two patients, and resection of the infundibular 
stenosis performed. It is often difficult to be certain 
from the physiological studies as to whether the ven- 
tricular septum is intact, for oftentimes, although no 
shunt in either direction is definitely established, post- 
mortem examination may reveal the presence of a small 
defect in the ventricular septum. However, when the 
stenosis is established as being in the infundibular area, 
there is no physiological evidence of either a left-to- 
right or right-to-left shunt at the ventricular level, and 
the right ventricle is hypertrophied with an elevated 
pressure, then surgery is definitely indicated. Since 
there is no defect in the ventricular septum, the sur- 
geon can remove the area of infundibular stenosis com- 
pletely without concern for the abrupt development of 
a significant left-to-right shunt after the removal of the 
infundibular stenosis. 

The two patients in this series considered to have 
had this anomaly have both had excellent results, and 
one is considered cured. Thus, in one patient the sys- 
tolic pressure gradient between the right ventricle and 


the septum. The follow-up course on some of these 
patients has not been sufficiently long as yet to prove or 
disprove this hypothesis. However, it would appear 
that in some of these patients the defect in the atrial 
septum will remain open and that a second operation 
for closure of the defect may be necessary, whether it 
be a dilated foramen ovale or a true atrial septal defect. 

We have operated upon nine patients who fall into 
this category, with two deaths. One patient, 7 months 
of age, who had been very cyanotic, with a peripheral 
arterial saturation of 49%, died suddenly 14 hours after 
surgery. The operation and immediate postoperative 
course until time of death were uneventful. The other 
mortality was in a 19-year-old boy with a preoperative 
right ventricular systolic pressure of 175 mm. Hg and 
who was very cyanotic, with a peripheral arterial oxy- 
gen saturation of 74%. The valvular pulmonary stenosis 
was relieved without event; however, it was then de- 
cided to close the defect in the atrial septum, which 
was found by palpation to be of great size. The patient 
developed ventricular fibrillation before the atrium 
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could be opened, and, although a normal sinus rhythm 
was finally established, the patient died six hours later. 
One patient on whom both pulmonary valvuloplasty 
and repair of atrial septal defect were done is now 
cured. The remaining four patients have all been great- 
ly improved from the clinical viewpoint. Three have 
been catheterized postoperatively, one with complete 
obliteration of the preoperative right ventricle-pulmo- 
nary artery systolic pressure gradient. The remaining 
two had marked hypertrophy of the right ventricle and 
residual gradients of 33 and 31 mm. Hg. 

The indications for resection of infundibular stenosis 
in the patient with a tetralogy of Fallot are less clear. 
However, in general, our experience has been that 
these patients are very significantly improved, and the 
improvement is certainly of an order equal to the anas- 
tomotic procedures of Blalock or Potts. However, the 
extent of the removal of the infundibular stenosis must 
be carefully judged, for, should the stenosed area be 
completely removed in the face of a large ventricular 
septal defect, dire consequences may result. With such 


TaBLE 4.—Total Deaths in 111 Patients by Disease and Cause 


Post- 
oper- 
Hem- ative Car- 
or- Throm- diac 


Disease rhage bosis Failure Other 

Atrial septal defect 1 4 2 

Hiatus atrioventricularis 2 

communis 

Trilogy 1 1 (Sudden death at 12 br., 
cause undetermined) 

Ventricular septal 4 

defect 

Tetralogy 1 2 (Transfusion anuria, 


death at 3 wk. of sepsis) 
(Postoperative aneurysm 
of right ventricle, died at 
attempted repair 8 mo. 
later) 

Anomalous pulmonary 1 

veins 

Total 4 8 8 


complete relief of obstruction to outflow from the right 
ventricle, a large left-to-right shunt may be suddenly 
established, with resulting dilatation of the heart with 
myocardial failure or aneurysmal dilatation of the thin- 
walled infundibular chamber.* Thus, it is not consid- 
ered wise to remove completely the stenosed area in 
these patients. Our results have in general been good 
with this procedure. The pulmonary artery pressure 
rises, and the pulmonary blood flow increases greatly. 
However, the right ventricular systolic pressure usually 
remains of the same order of magnitude as preopera- 
tively. In general, then, removal of infundibular steno- 
sis in the presence of a ventricular septal defect calls 
for partial excision. Total excision may result in great 
cardiac enlargement and congestive failure. 

In 17 patients an open direct operative approach has 
been aimed at the pulmonary obstruction. Seven have 
had valvular obstruction and 10 infundibular. There 
have been no deaths in the first group and three in the 
second group. All patients have had marked improve- 
ment from the clinical standpoint, the cyanosis has 
disappeared or lessened to a striking degree, and their 
tolerance of exercise has been dramatically increased. 


J.A.M.A., November 3, 1956 


The patient with an atrial septal defect of the se- 
cundum type represents, in general, an ideal candidate 
for closure by direct vision during hypothermia. Al- 
though our criteria for operative intervention are still 
in the formative stage and will doubtless be altered as 
experience dictates, at the present time closure of a 
secundum type defect is being advised in all patients 
with a pulmonary index 2.5 times or more the systemic 
and in whom the total pulmonary vascular resistance 
is less than 350 dynes/seconds/cm.° Once again, there 
is no set figure for flow or resistance that can be con- 
sidered as a rigid limit, and the over-all clinical evalu- 
ation of the patient remains of the utmost importance. 
However, it has been our experience that, in those pa- 
tients with a pulmonary vascular resistance above 350 
dynes, the risk of the operation has been great and the 
postoperative course has been complicated. Certainly, 
whenever possible, closure of the atrial septal defect 
should be urged and performed on children between 
the ages of 3 and 12 years, since, during this age period, 
the risk of the operation is least and the gain to be ex- 
pected from operation is greatest. At the present time, 
45 patients with atrial septal defects of the secundum 
type have been operated on, with 38 survivors. At sur- 
gery it was found that four of this number had, in addi- 
tion, anomalous pulmonary venous connections to the 
right auricle or superior vena cava. In the last three of 
these patients, the defect was closed in such a way that 
drainage from these veins was into the left atrium at 
the completion of the closure. 

Twenty-seven patients have been recatheterized fol- 
lowing surgery, and it is considered that 26 have been 
cured, since complete obliteration of the previously 
existing shunt was demonstrated. In two patients there 
was a small residual left-to-right shunt. The first was 
the initial patient encountered with one pulmonary 
vein from the right lung entering the right atrium, and 
no attempt was made to alter the site of drainage when 
the atrial defect was closed. The remaining patient had 
a huge defect (7 cm. by 5 cm.), and, at that time, 
closure was being effected by interrupted sutures. It is 
assumed that a small opening between sutures has per- 
sisted. Clinically, however, this patient has experienced 
a very dramatic improvement. Currently, a continuous 
suture is used. This experience leads us to the conclu- 
sion that closure of atrial septal defect of the secundum 
type by this method is reasonably safe and is a curative 
procedure. 3 

Our experience with a direct vision transaortic ap- 
proach to aortic valvular stenosis is still limited. We 
believe that, even under conditions of direct vision, in 
the older age group when the aortic valve is markedly 
calcified and deformed, operative intervention offers 
relatively little except in rare instances. Ideal candi- 
dates are the young patients with congenital aortic val- 
vular or subaortic stenosis or the patients below 40 
years of age with acquired rheumatic disease but with- 
out evidence of calcification of the valve. To date, the 
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open operation has been performed in three patients, 
one with rheumatic stenosis of the aortic valve and the 
remaining two with congenital aortic disease, valvular 
in one and subaortic in the other. There have heen no 
deaths, and the operative and postoperative course has 
been uneventful. It is felt that the accuracy of the 
visual procedure will help prevent the production of 
aortic regurgitation, a lethal complication of the blind 
technique. 


Cause of Deaths 


An analysis of the cause of death in this series is 
illuminating and in a sense encouraging, since it seems 
likely that current techniques will afford considerable 
safeguard against at least two of the major causative 
factors. Table 4 records the deaths by cause. The cause 
of death was most frequently cardiac in nature—in four 
patients irreversible arrhythmia and in four others fail- 
ure of the heart to tolerate the combined insult of a 
major operation and the attending manipulation, the 
hypoxia of circulatory arrest, and at times the addi- 
tional trauma of resuscitation. These particular compli- 
cations will be largely avoided by using our current 
temperature levels, since almost all fatal arrhythmias 
occurred below 28 C (82.4 F) or in connection with 
prolonged occlusion times. 

The probable tolerance of the heart for surgery can 
largely be predicted. Therefore, the selection of pa- 
tients for operation can greatly modify the over-all 
outcome in this regard. However, except in the face of 
circumstances that place the patient in a category that 
must be accepted as inoperable (for example, marked 
elevation of the total pulmonary vascular resistance or 
intractable cardiac failure), we will continue to offer 
operation to the desperately ill, even though it is real- 
ized by all concerned that there is a very significant 
operative risk involved. The risk without surgery in 
these patients, however, must be considered to be 100%. 

The other major fatal complication was a disturb- 
ance in the clotting mechanism, either tendency to 
bleed excessively during surgery or intravascular 
thrombosis occurring in the postoperative period. 
These are both, in all probability, risks inherent to any 
operation during hypothermia. As regards the bleeding 
tendency, operation, hypothermia, and multiple blood 
transfusions are the ingredients, and each may play 
specific roles. A bleeding tendency (coagulation de- 
fect) in cyanotic cardiac patients undergoing surgery 
at normal temperature has been recognized.* Experi- 
mental alteration in the concentration of the formed 
elements of the blood and in the clotting mechanism 
during hypothermia has been widely noted.* The influ- 
ence of multiple transfusions of stored blood on the 
bleeding diathesis is also well documented. Again 
however, current practice offers much hope that the 
incidence of this complication can be reduced. No pa- 
tient whose body temperature was above 28.5 C (83.3 
F) manifested this tendency to bleed excessively (co- 
agulation defect). We believe the limitation of the 
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degree of hypothermia to the 29 to 32 C (84.2 to 
89.6 F) range, together with the use of fresh blood 
rather than stored bank blood, will essentially eliminate 


this problem. 
Thrombosis 


As regards thrombosis, the nature of the malforma- 
tion itself may play a definite role, since it has occurred 
only in patients with atrial septal defects. In two pa- 
tients with large shunts and massive enlargement of 
the pulmonary vascular bed, pulmonary venous throm- 
bosis occurred, once on the fourth day and once on the 
eighth. We believe that the sudden reduction in the 
rate of pulmonary blood flow that occurs at the time 
of closure of the defect in these patients may set the 
stage for this complication. Currently, therefore, we 
are heparinizing postoperatively all adults with this 
disease. The other two episodes, one thrombosis of a 
cerebral artery on the second postoperative day and 
the other thrombosis of both jugular veins on the night 
of surgery, remain unexplained, although avoidance of 
any constriction in the neck during anesthesia is cur- 
rently being emphasized. In general, it is believed that, 
by staying within our current limitations of the tech- 
nique, one may expect a marked reduction in the 
occurrence of both cardiac arrhythmias and the dis- 
turbances of clotting mechanism. 


Summary 


In 111 patients who underwent open heart, dry field 


visual surgery during hypothermia, a large variety of 
congenital defects was repaired. We have come to be- 
lieve that the optimal temperature level is the range of 
29 to 32 C (84.2 to 89.6 F) and that avoidance of lower 
temperatures will largely eliminate two of the major 
complications, namely, cardiac arrhythmias and dis- 
turbances in the clotting mechanism. At this tempera- 
ture, we believe that six minutes of circulatory occlu- 
sion is safe and eight should not be exceeded. Within 
these limitations, pulmonary valvular and infundibular 
stenosis, atrial septal defect, and aortic stenosis can be 
readily repaired at low risk. The eminently satisfactory 
results of open operation in these diseases make an 
eloquent plea for a broader adoption of open heart 
techniques. 
Addendum 


Since the time of this study, 19 additional patients 
have undergone operation without loss of life. Thus, 
at a temperature range of 30 to 32 C (86 to 89.6 F), 
there has been only one death in the last 30 patients 
undergoing open operation for pulmonary valvular 
stenosis, aortic valvular stenosis, or atrial septal defect. 
As currently employed, open operation during hypo- 
thermia for these conditions should present a risk of 
less than 5%. 


4200 E. Ninth Ave. (20) (Dr. Swan). 


The experimental background of this clinical series was supported by 
grants-in-aid from the U.S. Public Health Service and the American Heart 
Association and by a contract with the Office of the Surgeon General, 
U.S. Army. 
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CUTANEOUS SENSITIVITY REACTIONS TO CHLORPROMAZINE 
J. Fred Mullins, M.D., Irvin M. Cohen, M.D. 


E. Stanley Farrington, M.D., Galveston, Texas 


Among the many new tranquilizing-type prepara- 
tions: that have become commercially available within 
the past few years, the one that seems to have gained 
the most widespread use is chlorpromazine. This prep- 
aration is not unlike other effective drugs, in that after 
its use certain side-reactions or idiosyncrasies may de- 
velop. Some of the untoward reactions or complica- 
tions that have been reported are orthostatic hypoten- 
sion, obstructive jaundice, Parkinsonism, toxic deli- 
rium, asthmatic attacks, agranulocytosis, and numerous 
forms of skin reaction.’ Lewis’ has dealt primarily with 
skin manifestations, and others have reported derma- 
titis as a side-reaction.* The purpose of this paper is to 
describe the various cutaneous reactions that may re- 
sult from the administration of chlorpromazine. An 
effort will be made to evaluate the use of the patch test 
in determining the presence of factors of primary irri- 
tation and sensitization and the value of this test in 
predicting susceptibility. 


Material and Method 


Our series consists of 85 patients manifesting skin 
eruptions due to chlorpromazine. It does not include 
approximately 200 other patients who have been ob- 
served but on whom records were inadequate for pur- 
poses of this study. Fifty-seven patients presented some 
type of generalized reaction. This group can be sub- 
divided according to the following reactions: ery- 
thematous morbilliform with edema, urticarious, sebo- 
rrheic, purpuric, papular, bullous, and miliaria-like. In 
the group of 18 patients with cases characterized by 
photosensitivity, the majority of the lesions were of an 
erythematous papulovesicular type, with one a severe 
bullous eruption. These lesions appeared only at the 
sites that were exposed to sunlight and occurred pre- 
dominantly during the extended summer season char- 
acteristic of this geographical area. In 10 cases attribut- 
able to contact with the drug, the lesions were found 
predominantly on the dorsa of the hands and flexors of 
the elbows, neck, and face. The reaction was a typical 
erythematous eczematous dermatitis, which one would 
expect with an allergenic contactant. The majority of 
the patients in this series were given patch tests with 
full-strength solutions (25 mg. of chlorpromazine per 


Read before the Section on Dermatology at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 12, 1956. 


* Eighty-five patients manifested skin eruptions 
while being treated with chlorpromazine. While 57 
of these had generalized reactions, almost all types 
of cutaneous eruptions occurred, with the exception 
of mucous membrane involvement. Dosage in these 
cases averaged 400 mg. or more a day. The lesions 
disappeared when the dosage was decreased or 
discontinued. 

Patch tests indicate chlorpromazine to be a pri- 
mary irritant when applied full strength and may be 
of little value in determining potential reactors to 
systemic administration of the drug. . 


cubic centimeter) by the closed and the open meth- 
ods. In addition, volunteers were given patch tests with 
various concentrations by open and closed methods in 
an attempt to determine the primary irritant quality of 
this preparation. 

Results 


As can be seen in the table, this preparation can 
produce almost every type of cutaneous reaction. It is 
interesting to note that no mucous membrane lesions 
were observed in any of the patients studied. Of the 
subjects having generalized cutaneous eruptions, 35 of 
the 47 were females. With the exception of two cases, 
skin reactions did not appear until the dosage reached 
400-600 mg. of chlorpromazine per day. During the 
hot summer months many of these subjects demon- 
strated a sweat gland obstructive reaction in the form 
of a miliaria-like eruption. The majority of eruptions 
were of the miliaria crystallina type; however, some of 
them seemed to have deeper obstruction of the sweat 
pores. Patch tests applied to these individuals showed 
that the full-strength solution gave positive reactions, 
but in most instances they were of the delayed type. 
In view of these findings, patch testing would appear 
to be of relatively little value in determining whether 
chlorpromazine was the responsible agent. As is shown 
below, this conclusion was confirmed by results ob- 
tained from routine patch testing of volunteers. 

Total daily dosage, which ranged from 50 mg. to 1.2 
gm., played little part in the production of photosensi- 
tization reactions. The highest percentage of eruptions 
in this category were of the papulovesicular variety 
and occurred at the sites of exposure. One severe bul- 
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lous eruption appeared within two hours after a 20- 
minute exposure to sunshine. The lesions produced by 
photosensitization, with the exception of the single bul- 
lous reaction, were deep-seated, indicating that the site 
of disturbance was probably in the upper cutis. A con- 
siderable degree of brawny-type edema was associated 
with these lesions. It is well known that the wave 
lengths of summer sunlight differ from those of the 
winter.* Although this study was not specifically con- 
cerned with the effect of particular light wave lengths 
in the production of these dermatoses, the higher sum- 
mer incidence is strongly suggestive that this differ- 
ence may be a major factor. 

The results of 48-hour patch tests utilizing the full- 
strength solution in 557 volunteers show: 79 individ- 
uals gave 1+ reactions, 36 showed 2+ reactions, 6 had 
3+ reactions, and 2 gave 4+ reactions. There were 32 
who gave a 1+ to 3+ reaction in a delayed manner, 
the reaction appearing about the fifth to seventh day. 
No reactions were observed in 402 subjects. 

In an additional group of 845 individuals who had 
multiple test concentrations applied, some had three 
types of tests: full-strength closed, full-strength open, 
and 10% closed. In others, combinations of only two of 
these tests were used. A total of 114 had positive reac- 
tions. There were 101 positive reactions in 338 test sub- 


Skin Reactions to Chlorpromazine from Systemic Use 
Dosage Range, Mean Dosage, 


Type Reactions No. of Cases Mg./Day Mg./Day 
Erythematous morbilliform 47 200-2,400 800 
Photosensitization ........... 18 50-1,200 200 
7 200-1,200 600 
2 700 700 
1 400-800 600 


jects who received the full-strength closed patch test. 
Nine positive reactions were seen in 218 patients re- 
ceiving the 10% closed patch test, and there were four 
positive reactions in the 289 individuals given the full- 
strength open test. In two instances paradoxical reac- 


tions occurred in which the individual reacted to the. 


more dilute solution or open test but did not react to 
the full-strength closed test. This group also contained 
a number of subjects with delayed reactions. 

Ten cases of contact dermatitis resulting from the 
subjects having worked with chlorpromazine were 
found. In a majority of instances the subjects were 
nurses or hospital employees who were required to 
handle this preparation as part of their duties. As 
would be expected, the principal sites of reaction were 
the dorsa of the hands and flexors of the arms, face, 
and neck. These lesions, which appeared from two to 
eight weeks after contact, were rather recalcitrant to 
the usual methods of therapy and resembled other 
types of allergic epidermal contact dermatitis. Al- 
though the degree of reaction varied with the concen- 
tration of the patch test, all these persons demonstrated 
flare-ups of their contact areas after the patch test pro- 
cedure. Three of these patients showed a delayed type 
of reaction, particularly if their previous dermatitis 
had completely cleared. It was believed that the con- 
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tact region was aggravated by sunlight, although at 
this time we do not have adequate statistics to support 
this finding. Some of the volunteers demonstrating de- 
layed patch test reactions associated appearance of a 
reaction with exposure to sunshine. 


Comment 


There are many features about the cutaneous reac- 
tions to chlorpromazine that are a decided variation 
from those to other systemically given medicaments 
that produce skin reactions. First, the reactions produce 
a minimal amount of symptomatology as compared 
with other drug eruptions. Second, these reactions clear 
quite rapidly in a period of two to five days when 
therapy is discontinued. Once the dosage has been de- 
creased or discontinued, the lesions disappear, and, in 
the majority of the cases studied, the preparation 
could be readministered with no recurrence. We attrib- 
uted this to the fact that in none of these cases was the 
dosage returned to the previous high. There is a possi- 
bility that a form of desensitization has been produced, 
but this requires more study for corroboration. Cases 
in which dermatitides have cleared without interrup- 
tion of therapy have been described. Although there 
were purpuric and petechial eruptions in some in- 
stances, there was no alteration in the platelet count. 
In several of the cases we noted that the individuals 
predisposed to seborrhea had a decided flare of their 
seborrheic dermatitis. The fact that no mucous mem- 
brane lesions have been observed in these cases places 
this drug in a unique category. 

We cannot account for the fact that we have seen no 
cutaneous reactions in the Negro race, but one could 
speculate that this is because of either the low case in- 
cidence in this series or better tolerance of sunlight. 
The generalized reactions have been much more fre- 
quent in women, but the cases of photosensitization are 
approximately equal in the two sexes. The contact- 
type dermatitis was also more prevalent in women, but 
this is probably occupational. Routine positive patch 
tests were found equally divided between men and 
women. 

The rather marked number of reactions to the full- 
strength closed test puts this preparation into the pri- 
mary irritant category. By the same token, the patch 
test method is precluded as an indicator of whether a 
prospective patient might react to this substance. It is 
thus similar to other drugs that give dermal reactions, 
in that the patch test is of little value in determining 
sensitivity. However, we feel that definite epidermal 
sensitization to this product does develop, as demon- 
strated by the cases of contact dermatitis. Due to the 
marked flares of the involved areas when the full- 
strength patch test was utilized, it is felt that a 10% con- 
centration with the closed patch test or the open drop 
method should be used when testing for sensitivity. 
The mild sweat retention syndrome that was demon- 
strated in a number of cases is attributed to the inflam- 
matory action manifested in the regions of the lower 
epidermis or upper dermis. 
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Summary and Conclusions 


Eighty-five persons tested had various types of reac- 
tions to chlorpromazine. In the majority, patch tests, as 
well as results obtained from testing several hundred 
volunteers, revealed that this substance is a primary ir- 
ritant when applied at full strength. This suggests that 
patch tests are of little value in determining whether 
a patient might react to chlorpromazine given system- 
ically. It is suggested that a 10% solution in a closed 
patch test or full-strength open tests be utilized when 
attempting to determine contact sensitization reactions. 
There is probably a critical dosage level that is neces- 
sary to produce a reaction in the majority of cases. In 
this study the range was above 400 mg. of chlorpro- 
mazine per day and in most instances was near 600 mg. 
per day. It is thought that the dosage level plays no 
role in the production of a photosensitization reaction. 
Almost all types of cutaneous reactions have been in- 
duced by chlorpromazine, with the exception of mu- 
cous membrane lesions. The skin reactions following 
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systemic administration of this drug clear rapidly when 
the dosage is decreased or discontinued, whereas con- 
tact dermatitis is usually severe and recalcitrant to 
therapy. 
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PRELIMINARY OBSERVATIONS ON USE OF FRENQUEL 
IN HOSPITAL PSYCHIATRY 


Sidney Cohen, M.D. 


Richard R. Parlour, M.D., Los Angeles 


Our interest in Frenquel [a-(4-piperidyl) benzhydrol 
hydrochloride] was stimulated in part by earlier 
studies with pipradrol (Meratran) hydrochloride, an 
antidepressant and antifatigue compound, and in part 
by the work of Fabing,'’ who reversed, with intraven- 
ous administration of Frenquel, the hallucinations and 
perceptual and emotional distortions produced in 
normal subjects by lysergic acid diethylamide (LSD- 
25). The published reports of clinical experiences are 
incomplete at this time.? From impressions derived 
from the study of 100 cases, however, an attempt has 
been made to answer five questions: 1. What are the 
indications for the use of Frenquel? 2. Does it possess 
a specific antihallucinatory effect? 3. How do the re- 
sults of Frenquel therapy compare with those of reser- 
pine and chlorpromazine hydrochloride? 4. Is Fren- 
quel synergistic with the other tranquilizing drugs? 
5. Are there any side-effects in therapeutic dosage 
levels? 

Indications for Use 


The indications for the administration of Frenquel 
seem to depend not on the clinical diagnosis but 
rather on the patient's behavioral pattern and the 
course of the illness. In general, indications for the 
use of this drug are (1) an acute psychotic reaction 
and (2) an increase in psychotic manifestations, such 
as disorientation, confusion, delusions, hallucinations, 
or hyperactivity. The following conditions are worth- 


From the medical and psychiatric services, N psychiatric Hospital, 
Veterans Administration Center. 

Read before the Section on Nervous and Mental Diseases at the 105th 
Annual Meeting of the American Medical Association, Chicago, June 12, 
1956. 


* The effects of Frenquel were studied in 100 psy- 
chotic patients. Symptoms proved to be more useful 
than etiology in classifying the results, and many 
disturbed patients were quieted regardless of the 
accepted diagnosis. Improvement, if it occurred, was 
unequivocal and convincing. Twenty-two of the psy- 
chotic patients, for instance, were classified as sub- 
acutely disturbed, and 13 of these were definitely 
improved. Among 20 ‘psychotic patients with sub- 
acute conditions classified as quiet, however, there 
was improvement only in six. The highest percentage 
of successes was among 11 acutely psychotic pa- 
tients, 8 of whom were definitely improved. Many of 
the patients received 100 mg. of the drug intra- 
venously in the beginning and continued receiving 
from 80 to 180 mg. daily in divided doses by mouth, 
but as a rule the dosage was 40 mg. by mouth four 
times a day. Six case histories are given to illustrate 
the uses of Frenquel. It did not manifest specific anti- 
hallucinatory properties, did not produce the immo- 
‘bilization that can be obtained with chlorpromazine 
or reserpine, and did not afford good control of 
anxiety in the nonpsychotic patient. Its greatest value 
was in controlling the hyperactive, acutely disturbed 
patients whose usual emotional defenses are in proc- 
ess of breaking down. In such patients it can be used 
over longer periods of time, for it proved to be sin- 
gularly free from side-effects. 


while indications for a trial of Frenquel: acute 
schizophrenic reactions or exacerbations of a chronic 
schizophrenic process, acute manias, and delirious 
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states due to endogenous or exogenous toxins. The 
table summarizes the results of Frenquel therapy in 
100 psychotic patients. In evaluating improvement, it 
appeared more significant to classify the patient by 
the terms “quiet” or “disturbed” rather than by etio- 
logical diagnosis. Of this group, two-thirds were 
schizophrenic; patients with manic-depressive psy- 
chosis, toxic psychosis, and cerebral arteriosclerosis 
made up the rest. Disturbed behavior and the acute- 
ness of the illness appeared to be prognostically posi- 
tive factors. Psychiatric rating scales were not used, 
because we were interested in more than subtle be- 
havioral changes. Where definite improvement is 
recorded, either the patient's condition went into a 
complete remission or the psychotic process was 
unequivocally improved. 

Anxiety in the nonpsychotic patient is not well con- 
trolled with Frenquel. Eighteen patients with severe 
anxiety symptoms due to acute myocardial infarction 
were given a course of this drug. Two of the 18 de- 
veloped toxic psychosis complicating their serious 
cardiac disease. While taking Frenquel, their confu- 
sion, disorientation, and panic-like state abated; but, 
when they were given placebos, their disturbed con- 
dition recurred, being brought under control again 
with the resumption of use of Frenquel. The remain- 
ing 16 showed no definite response to the drug. We 


TaBLE 1.—Evaluation of Improvement in Patients on Frenquel 


Therapy 
Slight or 

cae and Classification Definite Questionable No Change 
Acute 8 3 
Subacute 

Quiet 6 6 8 

Disturbed 13 2 7 
Chronie 

Quiet see 6 24 

Disturbed 6 5 6 


inferred from this experience that Frenquel cannot 
be expected to modify anxiety in the nonpsychotic 
individual. However, it wag gratifying to find a drug 
without hypotensive properties that could be used to 
reverse the psychotic delirium that is seen sporadically 
after a myocardial infarction. 


Antihallucinatory Activity 


Since hallucinations and perceptual and emotional 
distortions produced by lysergic acid diethylamide 
had been reversed by Frenquel,’ it was anticipated 
that Frenquel might have a specific antihallucinatory 
activity. Our findings do not support this assumption. 
Although some patients lost their hallucinations, and 
many became less disturbed by them as their mental 
disorder ameliorated, there seemed to be no prefer- 
ential reduction of the hallucinatory segment of their 
illness. Hallucinatory and delusional perceptions 
would seem to be projections of psychotic anxiety and 
are attenuated by a reduction of the anxiety. To test 
the premise that Frenquel is not solely an antihallu- 
cinatory agent, the 30 “quiet” patients with ‘chronic 
hallucinations reported in the table were selected for 
treatment. No material subjective changes were ob- 
served. On the other hand, the six “disturbed” patients 
with chronic schizophrenia (see table) who showed 
definite improvement in their total clinical picture 
also ceased reacting to their hallucinations. 
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Comparative Results and Combined Therapy 


Twenty-seven patients had been given prior courses 
of electroconvulsive therapy, reserpine, or chlorproma- 
zine. In general, these were schizophrenic patients 
who had done poorly under the electroconvulsive 
treatments or who had improved initially but later 
become worse. The majority also had had previous 
treatment with reserpine or chlorpromazine and had 
shown variable degrees of improvement while receiv- 
ing these drugs, but they had had exacerbations when 
the drugs were withdrawn. These patients were given 
Frenquel in order to compare its effect with those of 
the other forms of treatment. It was found to be a 
satisfactory tranquilizing agent, but, just as with other 
ataraxics, there were treatment failures. Some patients 
were improved with use of all three drugs; others re- 
sponded to only one of them. All the tranquilizing 
agents give satisfactory results in those psychotic pa- 
tients with a recent onset or intensification of anxiety 
or hyperactivity. However, even in this prognostically 
favorable group there are treatment failures. In an 
attempt to explain this situation, Sarwer-Foner and 
Ogle * point out that, in the patient whose hyperactiv- 
ity is, in itself, a defense or who equates passivity with 
femininity, extreme and antitherapeutic anxiety may 
develop with the administration of the tranquilizing 
drugs. We have seen this paradoxical response in a few 
patients with character disorders. 

Within the limits of the specific indications, Fren- 
quel seems to be comparable to reserpine and chlor- 
promazine in ataraxic effect, that is, in its ability to 
diminish mental confusion. However, it does not 
possess the immobilizing action of these agents. Under 
immobilization we include the loss of spontaneity, 
muscle weakness, and sedation that both reserpine and 
chlorpromazine can produce. In certain situations it is 
desirable to immobilize the patient; for example, when 
he is dangerously disturbed. Some of the best thera- 
peutic results attributed to chlorpromazine and reser- 
pine have been due not to their ataraxic effect but to 
their ability to immobilize otherwise unmanageable pa- 
tients. Nevertheless, in some cases, immobility is unde- 
sirable and may represent a toxic action of the drug. 

A small number of schizophrenic patients who had 
not improved on therapy with one tranquilizing agent 
were treated with a Frenquel-reserpine or a Frenquel- 
chlorpromazine combination. This combined therapy 
has produced responses that could not be achieved by 
giving a single drug. Since the precise mechanism of 
action of these agents is still unknown, it is impossible 
to explain why treatment with more than one com- 
pound should have real advantages. Reserpine may be 
involved in release of serotonin *; and chlorpromazine 
seems to produce changes in enzymatic activity, espe- 
cially phosphorylation, in certain areas of the brain.” 
Because Frenquel is sometimes effective when other 
tranquilizers fail and is ineffective in some instances 
when the others are helpful, we have assumed that it 
acts on other neurochemical substrates. 


Dosage and Side-Effects 


Many of our patients were given 100 mg. of Fren- 
quel intravenously at the institution of treatment and 
continued receiving orally amounts varying from 80 
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to 180 mg. daily in divided doses. As a rule, 40 mg. 
four times a day was ordered. When it was apparent 
that the drug produced no side-effects whatsoever in 
these amounts, an attempt was made to determine 
whether massive doses would improve the therapeutic 
results. Ten of the patients whose condition had 
changed only slightly on administration of 160 mg. 
daily were given 1,200 mg. daily for three weeks. On 
this regimen they showed no further improvement, but 
it was impressive to note that no side-effects or meas- 
urable disturbances of renal or hepatic function were 
detected. 

An unsuccessful effort was made to uncover compli- 
cations due to Frenquel therapy in our patients. No 
hypotensive reactions occurred. Psychotic patients with 
hypertension showed no drop in blood pressure as they 
had with reserpine. One patient commented on an 
unpleasant taste in his mouth while taking Frenquel. 
With proper indications, Frenquel may be the drug of 
choice because of its lack of adverse side-effects and 
its rapid action. Often the patient’s response to the first 
intravenous injection will apprise the physician as to 
whether the patient will respond to Frenquel therapy. 
The drug should be withdrawn or another added if, 
after a few days’ treatment, no beneficial effects are 
observed. 

Report of Cases 


Case 1.—A 45-year-old man who had had no previous overt 
emotional difficulties sustained an acute coronary thrombosis 
just before admission to the hospital. His mother and father had 
died suddenly of heart attacks a few years previously, and three 
months before his illness his wife had deserted him. Shortly after 
his admission the thrombosis extended, leaving him seriously ill. 
He had frequent hallucinatory episodes and uncontrollable cry- 
ing spells. Meperidine (Demerol) hydrochloride, and reserpine, 
0.5 mg. daily, did not control his panic-like emotional state. Since 
the patient’s blood pressure readings were at hypotensive levels, 
the physician did not desire to increase the dosage of reserpine. 
Immediately after Frenquel therapy was begun, the patient was 
more cheerful. His weeping became infrequent, and the halluci- 
nations did not recur. Use of all sedatives and narcotics could be 
discontinued. Thus, where small amounts of reserpine had been 
ineffective, an excellent result was obtained with Frenquel in 
this patient with an acute psychotic reaction. 

Case 2.—A 39-year-old patient had been hospitalized for 11 
years because of physical and verbal assaultiveness, alternating 
with periods of complete negativism and mutism. Several courses 
of electroconvulsive therapy during this time had been without 
benefit. A lobotomy one year previous to our study quieted the 
patient somewhat, but he still required almost continuous re- 
straint and was periodically destructive or withdrawn. His audi- 
tory hallucinations were especially bothersome to him. While 
receiving 400 mg. of chlorpromazine daily, he seemed somewhat 
more relaxed and stopped breaking windows, Frenquel, 80 mg. 
daily for three weeks, was substituted, with the patient showing 
marked reduction of hyperactivity and aggressiveness. Then 
chlorpromazine, 1,600 mg. daily, was given instead of Frenquel; 
the patient became agitated, requiring frequent neutral packs 
and restraints. When Frenquel therapy was resumed, the patient 
quickly showed an excellent response and no longer needed re- 
straints or hydrotherapy. He still occasionally paces the floor and 
gnashes his teeth, but he claims that he is no longer troubled by 
hallucinations. He has recently gone on Lis first furlough from the 
hospital in 11 years. He has been on maintenance therapy with 
80 mg. of Frenquel daily for the past six months without re- 
lapsing to his previous destructive behavior. Thus, Frenquel was 
better than chlorpromazine in handling this difficult patient. 

Case 3.—A 57-year-old patient with hebephrenic schizophre- 
nia, whose illness has extended over the past 20 years, was given 
reserpine, 6 mg. daily, to control his destructive, assaultive be- 
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havior. The therapeutic result was satisfactory. However, when 
reserpine therapy was discontinued, his hyperactivity recurred. 
Upon receiving 160 mg. of Frenquel, he showed the same meas- 
ure of improvement that had been noted with reserpine. In this 
case, then, Frenquel was as effective as reserpine. 

Case 4.—A 25-year-old patient with paranoid schizophrenia 
had been hospitalized for 10 months because of assaultive and 
suicidal behavior, apparently in response to visual and auditory 
hallucinations. His ward physician summarized his treatment as 
follows: 160 mg. of Frenquel produced the same tranquilizing 
action as 16 mg. of reserpine and was more effective than 1,400 
mg. of chlorpromazine daily. He stated further that Frenquel had 
no detectable effect upon the patient’s hallucinations. 

Case -5.—A 64-year-old patient had been hospitalized for four 
years with a condition diagnosed as chronic brain injury due to 
alcoholism. He was restless, confused, and disturbed. When he 
was given 2 mg. of reserpine, his behavior was gratifyingly im- 
proved. After reserpine therapy was discontinued because it 
caused excessive drowsiness, the patient gradually relapsed. Fren- 
quel therapy was started, with the result that his behavior again 
improved and he was no longer “dopey” as he had been while 
receiving reserpine. On this regimen, the former good result of 
reserpine therapy was regained and the undesirable side-effect 
was eliminated. Thus, Frenquel alone was able to control the 
psychomotor overactivity, and the grogginess that accompanied 
reserpine therapy could be avoided. 

Case 6.—Although this psychotic patient with cerebral arterio- 
sclerosis was 89 years old, he represented a real problem in man- 
agement because of his assaultiveness. He would attack attend- 
ants and other patients in response to delusions and had to be 


kept in restraints or oversedated with barbiturates, Chlorproma- 


zine produced syncopal attacks, and reserpine was ineffective in 
controlling his condition. Therapy with Frenquel in 160-mg. 
daily doses resulted in a marked decrease in his assaultiveness. 
Each time the use of Frenquel was discontinued, to determine 
whether it was actually the effective agent, the nurses would 
protest to the ward physician. All observers are now agreed that 
the quieting effect noted while the patient was receiving Fren- 
quel was not fortuitous. Frenquel was the agent of choice in 
this management problem. 


Conclusions 


Frenquel [a(4-piperidyl) benzhydrol hydrochlo- 
ride] is of value in the hyperactive, acutely disturbed 
psychotic patient whose usual emotional defenses are 
in the process of breaking down. In the functional 
psychoses, a specific antihallucinatory property was 
not demonstrated. Frenquel does have effective atarax- 
ic properties, although it will not produce the immo- 
bilization that chlorpromazine or reserpine can ac- 
complish. The effects produced by Frenquel when 
combined with reserpine and chlorpromazine are 
encouraging and should be studied further. Since 
Frenquel is singularly without side-effects, it is the 
drug of choice when the other ataraxics produce un- 
desirable reactions. 
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TREATMENT OF LABIAL ADHESIONS IN CHILDREN 
O. William Anderson, M.D., Seattle 


Anyone who examines a large number of children 
and includes as part of his routine examination an in- 
spection of the external genitalia will commonly find 
the labia minora fused together in the midline in the 
female infant and child. Even though the condition is 
a common one, there has been relatively little written 
on the matter. The purpose of this paper is to suggest 
that these adhesions be treated in a manner different 
from that recommended in what few articles have been 
written on the subject. Vulvar synechias, vulvar fusion, 
gynatresia, and coalescence of the labia minora are 
other names that have been given to these adhesions. 
However, since it is only the labia minora that are in- 
volved and since there is no true tissue union between 
the two labia but only a sticking together of the epi- 
thelial surfaces, the name labial adhesions seems ade- 
quate and will, therefore, be used in this paper. 

No doubt many of the older doctors were aware of 
these adhesions and their nature, but it was not until 
1936 that the first report appeared in American litera- 
ture. This was by Nowlin and Adams,’ who presented 
eight cases. A second article, published in 1949 by 
Nowlin and co-workers,’ reported that they could find 
the reports of only 29 cases in American literature. 
However, they stated that the foreign literature was 
quite extensive. A clue to the actual frequency of these 
adhesions can be obtained from an article that was 
written by Bowles and Childs * and appeared in 1943. 
These latter two doctors tabulated 20 cases seen in 
their practices in less than one year. It is probable that 
the experience of these latter two reporters has been 
similar to that of most pediatricians, who have assumed 
that everybody else was aware of the frequency of 
these adhesions and so there was no use in writing 
about them. Thus it can be seen that, reading the liter- 
ature, one gets an entirely erroneous concept as to the 
frequency of the condition. However, if one is not 
aware of the nature of this condition when first con- 
fronted with it, he is apt to make the mistake of believ- 
ing the child has a serious congenital deformity. There 
are, in the few articles written, a number of instances 
cited in which this interpretation of the nature of these 
adhesions has caused unnecessary alarm on the part 
of the parents of the child. 


Acquiring of Adhesions 


In the earliest reports on this condition, it was as- 
sumed that the adhesions were congenital because 
they were present when the child was first examined, 
and the assumption was made that they had always 
been there. Thus, in 1940, Campbell * postulated an 
embryologic explanation that there was a midline 
fusion of the labioscrotal folds similar to the fusion that 
develops in the male but lacking the deasity of scrotal 
fusion. However, the large number of routine physical 
examinations that have been done on children in recent 
years have revealed adhesions in patients free from 
them in previous examinations, thus proving that the 


* Labial adhesions, in which the opposing epithelial 
surfaces of the labia minora stick together without 
any union of the deeper tissues, were observed in a 
number of young patients over a period of five years. 
Three cases are cited to show how these adhesions 
appear and disappear irregularly. At times it is easy 
to separate them; at other times it is painful. They 
are likely to recur when separated, but tend to dis- 
appear with maturity. When they cause symptoms 
such as dysuria, they should be separted. If they do 
not cause symptoms they should not be treated, but 
they should be brought to the attention of the parents 
and their generally harmless nature should be ex- 
plained. 


adhesions were actually acquired. Bowles and Childs,” 
in their report on 20 cases, stated that in one patient 
the fusion was definitely present at birth but that in all 
of their other patients it was noticed first in later in- 
fancy. Since the majority had had previous examina- 
tions, they were thus known to have acquired the con- 
dition. The one case observed at birth is unique, so far 
as I know. Its uniqueness is better realized when one 
considers that, as shall be seen later, these adhesions 
tend to disappear as the genitalia attain their adult 
characteristics. Then, when one remembers that the 
female newborn infant's genitalia temporarily have 
many characteristics of the adult’s due to a leakage of 
some of the mother’s female hormones into the baby’s 
circulation, it can be understood why these adhesions 
are seldom seen in the newborn infant. 

When it was realized that the adhesions were ac- 
quired, then, naturally, came the question as to why 
these children acquired them. The most commonly 
stated explanation for the appearance of the adhesions 
has been that they follow an inflammatory process in the 
vulva, at which time the edges of the labia are denuded 
and are then able to adhere one to the other. This 
has not been a satisfactory explanation of the cause. 


’ Many children who are more or less poorly cared for 


have some irritation of the vulva but no adhesions. On 
the other hand, children who are well cared for and are 
at all times free of any inflammation in this area com- 
monly have adhesions. My experience has been that 
certain children tend to form adhesions for no appar- 
ent reason. By this I mean that the girls in whom these 
adhesions are present are, as a group, no different in 
their anatomy or in any other way from any other 
group of girls, insofar as I have been able to discern. 
Also, it has been observed that, when the adhesions are 
separated, they will often recur; and they recur repeat- 
edly unless the mother is instructed to make almost 
a daily inspection to keep them separated. A possible 
explanation for the presence and recurrence of these 
adhesions is that the mucus secretions in such girls 
contain a certain peculiar musilaginous property that 
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causes these two opposing surfaces to adhere, while, in 
girls with a more fluid type of mucus secretion, there is 
no tendency for adhesions to develop. 


Lack of Symptoms 


There are ordinarily no symptoms resulting from the 
presence of these adhesions. Other writers have noted 
this also. However, there is an occasional case of a 
child who does have some trouble. I have seen four 
cases in which a child was complaining of mild dys- 
uria, which was, in each case, relieved by separating 
labial adhesions. Some writers have suggested that the 
adhesions might lead to urinary tract infection and be 
conducive to masturbation, but there are no well-docu- 
mented instances in which this has been true. Barysh ° 
mentions a patient who had enuresis in whom he found 
these adhesions; though there was no recurrence of the 
adhesions after he separated them, the enuresis per- 
sisted. Thus it would seem logical to assume that the 
adhesions were not the cause of the enuresis. 

If it is agreed that the adhesions cause little trouble 
in the child, another question is: How does their pres- 
ence affect the adult female? The answer is that, with 
maturity, the adhesions dissolve and disappear sponta- 
neously. One must draw this conclusion, because, 
whereas the condition is known to be common in chil- 
dren, it is questionable that it is ever found in the 


‘adult. Campbell ° reports having found firm adhesions 


with a tiny labial orifice in a 69-year-old female, and 
Taylor,™ in 1941, reported a case in a woman 74 years 
of age. If these were first observed at this age, one 
would wonder if they had not been acquired in later 
life in a manner similar to that-in which the infant or 
small child acquires her adhesions. This would seem 
logical when one remembers that, in the elderly fe- 
male, the genitalia atrophy and undergo changes so 
that they come to resemble the child’s genitalia.” The 
fact is that adhesions in normal young and middle-aged 
adult women have not been reported. 

Campbell* says that urinary disturbances could 
occur in children with marked labial fusion, and, as 
puberty is reached, the menstrual flow could be re- 
tained by the minute orifice, causing its collection in 
the vagina. However, none of his patients had men- 
struated, and he does not document any cases in which 
there were any of these complaints. In a similar vein, 
Bowles and Childs,*® in their article on the subject, 
maintain that failure to eliminate labial synechias may 
occasionally be the cause of serious urinary and 
menstrual dysfunction or may prevent normal sex life. 
They do not, however, document any cases in which 
this has been true. 

Treatment 


In regard to treatment, all of the authors reviewed 
gave more or less the same advice, namely, that the 
adhesions be separated at the time they are discovered, 
regardless of whether or not the patient is having any 
symptoms due to the adhesions. It is recommended 
that an anesthetic be used, if necessary, while the ad- 
hesions are being separated. Then it is recommended 
that the raw labial edges be kept separated for some 
days while they are healing. This can be done with 
bland ointment or petrolatum or a pledget of cotton 
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kept inserted between the labia until healing has been 
completed. Mothers are further advised to make fre- 
quent inspections thereafter and for an indefinite 
period of time to prevent recurrent adhesions. Since 
this latter instruction is commonly given, it is apparent 
that others have had experience similar to mine, name- 
ly, that adhesions tend to recur in certain children. 

Prior to five years ago, it was my practice to separate 
the labial adhesions assiduously, as is common practice 
with most other practitioners. It was observed that the 
adhesions were reappearing, and separation was re- 
peatedly being done on the same children. 

There can be no question that separating of the ad- 
hesions is painful to the child, the degree of the pain 
depending somewhat on how firm the adhesions are. 
After separating the adhesions, one will observe that 
there is a red raw line on the edge of each labium 
where the adhesion has been broken. These raw edges, 
however, do not bleed. It was my practice to instruct 
the mother to put petrolatum on these edges until they 
had healed, but it was never my practice to instruct 
the mother to make a daily inspection of the child’s 
genitalia for an indefinite period of time. Too frequent 
attention to the child’s genitalia is not advantageous, 
from a psychological point of view, if for no other 
reason. On several occasions the mother reported that 
the child had painful urination for 24 hours after the 
separation of these adhesions. This is easy to under- 
stand, since the passage of urine over the raw surface 
created by the operation no doubt would be painful. 
If the mother reported at the time the child was having 
trouble, she was advised to have the child urinate in 
a warm bath and thus gain relief. 

For approximately the past five years, it has been 
my practice, whenever adhesions have been found on 
routine examination, to leave them entirely alone. 
However, at the time they are observed, they are 
pointed out to the mother and their presence described 
to her. At the same time she is told that this finding 
is purely incidental, that the adhesions are obviously 
causing no trouble, and that with maturity, or perhaps 
sooner, they will disappear. She is also told that it has 
been my experience that they seldom cause trouble 
and that if they are separated, they will probably 
recur. She is reassured that, if they do cause trouble, 
the trouble will probably be discomfort with urination 
and that the discomfort can easily be cured by separat- 
ing the adhesions at the time the child is having the 
trouble. This treatment plan, which might be called 
the “no treatment plan,” has been entirely satisfactory, 
and in every case the above explanation, when given, 
has been satisfactory to the mother also. 


Report of Cases 


Case 1.—On routine examination of a girl who was first seen 
when she was 8 years old, firm labial adhesions were found. When 
their presence was pointed out to the mother, she stated that they 
had been present at every examination that the child had had 
since infancy and that at each examination the pediatrician had 
separated the adhesions. When an effort was made to separate 
the adhesions in the usual manner, it was soon apparent that the 
child was going to give a considerable amount of resistance and 
would certainly require an anesthetic. Since the adhesions were 
causing the child no trouble, it was agreed that they would 
simply be watched. One year later, when the child was 9 years 
old, the adhesions had partially disappeared and there was a 
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good-sized opening between the anterior half of the labia. Again, 
when the child was 10 years of age, the adhesions were complete 
and firm. Two months after this examination, the child came in 
with the symptoms of frequency of urination and dysuria of 
two days’ duration. The urine was clear, but she had firm, com- 
plete adhesions. The child permitted their separation without 
anesthesia, and there was immediate relief of symptoms. One year 
later, when the child was 11, the adhesions were again present 
and the child permitted their separation. Since this last examina- 
tion the child has been followed by an internist, and there has 
been no further recurrence of the adhesions. 


Case 2.—A child was seen at birth, at one month, and at 2 
months, with no adhesions. At the 4-month and 6-month examina- 
tions, adhesions were present and were broken. At 9 months, 
there were no adhesions present. At one year, adhesions were 
present and were broken. At one and one-half years, adhesions 
were present and broken. There is no note on this subject from 
the 2-year examination. At the 34-year and 44-year examinations, 
adhesions were present and were left unbroken. At the 6-year 
examination, very firm adhesions were present with no opening 
seen, but they were left unbroken. At the 7-year examination, no 
adhesions were present. From age 2 on, each annual examination 
included a urine examination, which was always negative. 


Case 3.—The younger sister of the patient in case 2 was seen 
at birth, one month, and 2 months with no adhesions present. At 
the 4-month examination, adhesions were present and were left 
unbroken. There is no note on this subject from the 6-month, 9- 
month, and one-year examinations. At the 18-month examination, 
adhesions were present and were left: unbroken. At the 2-year, 
3-year, and 4-year examinations, adhesions were present and left 
unbroken. At the 5-year and 6-year examinations, no adhesions 
were present. From 2 years of age on the child had yearly urine 
examinations, all of which were negative. 
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Conclusions 


Labial adhesions are common in certain children, 
possibly due to some peculiar tenaciousness of the 
mucus secretions on the surfaces of the labia. Every 
doctor should recognize these adhesions in order to 
avoid causing alarm to parents. These adhesions sel- 
dom cause any trouble, but, if symptoms should 
develop that can be blamed on the presence of the 
adhesions, the labia should be separated at that time. 
Since these adhesions do cause little trouble and their 
removal is painful, arid since they tend to recur and 


‘ do tend to disappear with maturity, in most cases a 


“no treatment plan” should be tried. 
1014 Boylston (4). 
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GRANULOMAS OF THE AXILLAS CAUSED BY DEODORANTS 
Louis Rubin, M.D., Rockford, Ill., Albert H. Slepyan, M.D., Highland Park, Ill., Leonard F. Weber, M.D. 
and 


Irene Neuhauser, M.D., Chicago 


A few months ago we submitted to THE JouRNAL a 
preliminary report on four cases of unusual eruption 
in the axillas after use of certain deodorants.’ Since 
these cases are occurring more frequently, we are 
prompted to submit a more detailed clinical report so 
these cases may be more easily recognized. The orig- 
inal cases were all quite characteristically alike clini- 
cally and on histopathological examination and differ- 
ent from previously described eruptions in the axillas. 
All followed the use of a deodorant for a period of a 
few days to several months. 


Report of Cases 


Case 1.—A 37-year-old female office worker in December, 
1955, developed an eruption in both axillas consisting of dusky 
reddish-brown papules that measured 1 to 4 mm. in diameter. 
These were very closely set in the domes of the axillas, but 
were more discrete at the periphery. Some of the lesions re- 
sembled vesicles, but yielded no fluid when punctured. Itching 
was mild. During the following six months the lesions flattened 
slowly, but considerable hyperpigmentation remained. Daily ap- 
plications of stick deodorant had been used for two weeks prior 
to appearance of the eruption. 

Histological sections, stained with hematoxylin and eosin, 
were prepared from a biopsy specimen of a typical papule in the 
left axilla. Upon first examination with the low-power lens, dense 


From the Department of Dermatology, University of Illinois College of 
Medicine, Chicago. 


° A new clinical entity, in the form of a previously 
unseen skin eruption, appears to be developing from 
the use of certain deodorant and antiperspirant 
preparations. While the clinical appearance and 
pathological examinations are consistent in all pa- 
tients observed to this time, the exact efiology of 
the granulomatous lesion is still to be determined. 
This chronic condition, while evidently resistant to 
treatment, in the acute stage may be somewhat 
alleviated by topically administered steroids. 


granulomatous infiltrate was seen, involving practically the 
entire corium. The infiltrate consisted of numerous epithelioid 
cells and giant cells closely packed together to form a tubercu- 
loid pattern (fig. 1). Lymphocytes were present, but were not 
as numerous as expected. Most of the giant cells resembled the 
Langhans’ type, as seen in tuberculosis, but some had the appear- 
ance of foreign body giant cells. There was no sharp circumscrip- 
tion of the tubercles that is so characteristic of sarcoidosis or 
sarcoid reaction. Necrosis was absent. The epidermis had lost 
its rete-peg structure and appeared thin, probably due to the 
pressure of the infiltrate from below. Polaroscopic examination 
of the same sections did not reveal foreign bodies. 


CasE 2.—A 30-year-old housewife suddenly developed a 
papular eruption in each axilla in January, 1956. For one month 
previously she had used daily applications of a stick deodorant. 
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When first seen three months after onset of the eruption, she 
had numerous flesh-colored, smooth-surfaced, semiglobular, 
semitranslucent, discrete papules 1 to 4 mm. in diameter, which 
at first glance resembled vesicles. A few of the lesions were ar- 
ranged in lines. Itching was minimal. Previous treatment with 
superficial x-ray therapy and hydrocortisone ointment had im- 
proved the condition only slightly. 

Examination of histological sections stained with hematoxylin 
and eosin, from a biopsy specimen of a papule in the axilla, 
revealed a tuberculoid granuloma in the corium. The granuloma 
consisted of epithelioid cells and Langhans’ giant cells sur- 
rounded by lymphocytes, to form the characteristic tuberculoid 
pattern (fig. 2). Necrosis was not discernible, and numerous 
small blood vessels were included in the granulomatous mass. 
Again the sharp delineation of tubercles necessary for a diag- 
nosis of sarcoidosis was absent. The infiltrate followed along the 
course of vessels downward into the corium. Polaroscopic exami- 
nation for foreign bodies was negative. 


Fig. 1.—Photomicrograph of section prepared from biopsy specimen of 
typical papule in left axilla of patient in case 1. 
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Case 3.—A 56-year-old female stated she applied a stick de- 
odorant to each axilla on March 17, 1956. The following morning 
the axillas were shaved. Two days later a moderately pruritic 
eruption appeared. When she was first examined five weeks 
later, there were innumerable dull, brownish-red pinhead-to- 
matchhead-sized papules in both axillas (fig. 3). Many of the 
papules were shiny and somewhat translucent. Pricking of the 
lesions did not reveal fluid. On diascopic pressure, “apple jelly” 
color was noted. After five weekly treatments with superficial 
x-ray therapy and application of hydrocortisone in lotion and 
cream form, there was little change except for a somewhat more 
yellow color and slight scaling. Intradermally given purified pro- 
tein derivative of tuberculin, first strength, gave a negative reac- 
tion; the second strength showed a faint split-pea-sized reddish 
papule. 

Sections stained with hematoxylin and eosin showed the es- 
sential pathology in the upper corium. A fairly dense granulo- 
matous mass consisting of epithelioid cells, Langhans” giant cells, 


).A.M.A., November 3, 1956 


lymphocytes, and an occasional eosinophil surrounded a hair 
follicle (fig. 4). Many small blood vessels were included within 
the granulomatous area. Again polaroscopic examination did not 
reveal foreign material. 


AP.” 


Fig. 2.—Photomicrograph of section prepared from biopsy specimen of 
papule in axilla of patient in case 2. 


Case 4.—A 31-year-old female schoolteacher stated that two 
days after applying a deodorant lotion she noted burning and 
itching of the axillas. She had applied the lotion in the morning 
and had shaved the axillas that night. When examined 10 days 
later, both axillas were studded with BB-sized (about 2 mm. in 


Fig. 3.—Axilla of patient in case 3, showing dull, brownish-red pinhead- 
to-matchead-sized papules. 


diameter ), dull, reddish-brown discrete papules. The lesions ap- 
peared glossy, with an occasional overlying telangiectatic vessel. 
Microscpoic examination of a typical papule revealed the tuber- 
culoid structure seen in the other patients. 
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Comment 


In each of the four cases the histological sections 
showed a similarly striking microscopic pattern. The 
composition of the deodorant stick used by the patient 
in case 2 is as follows: glycerin, 3% by weight; Carbitol, 
3; dichlorophene, 0.375; hexachlorophene, 0.375; alco- 
hol (SDA no. 40), 50; water, 9.45; sodium stearate, 8.5; 
propylene glycol monostearate, 2; cetyl alcohol, 1; 
sodium zirconium lactate solution, 22; and perfume, 
0.3. The stick deodorants used by the patients in cases 
1 and 3 were also “gel”-type sticks containing sodium 
zirconium lactate. The granuloma in case 4 was caused 
by a lotion-type deodorant that contains chlorhydroxy- 
aluminum sulfate, but no zirconium. 


Fig. 4.—Photomicrograph of section prepared from biopsy specimen of 
papule of patient in case 3. ‘ 


An attempt to demonstrate the presence of zirconi- 
um in a biopsy specimen from the patient in case 
3 was reported by A. E. Osterberg, Ph.D., of Ab- 
bott Laboratories, as follows: “This sample, which 
when desiccated weighed only 0.563 mgm., did not 
show any zirconium by spectrographic analysis. This 
means that there is less than 0.3 mcg. of zirconium 
present. Since the sensitivity of spectrographic analy- 
sis is of the order of 0.3 mcg. of zirconium, it is 
suggested that a biopsy specimen of 10 mgm. would 
increase the sensitivity and give a more positive 
determination.” 

Patients seen by us subsequently, and some re- 
ported to us by other dermatologists, have in some 
instances shown more diffuse erythema and more 
severe pruritus of irritant reaction in addition to the 
tuberculoid-type reaction. Other patients have shown 
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evidence of overtreatment dermatitis, and the charac- 
teristic papular eruption became evident only after the 
acute process had subsided. In all cases the condition 
has been chronic and resistant to therapy, apparently 
does not respond to x-ray therapy, and is only amelio- 
rated by use of topically administered steroids. 

As yet we have no proof of the cause of the unusual 
reaction observed, but we are investigating the role of 
sodium zirconium lactate, the entire deodorant prepa- 
ration, and its individual components. The role of 
abrasion is also being investigated, because of the 
appearance of some lesions in lines, suggesting ocour- 
rence in razor abrasions. The deodorant preparations 
used by several of the patients suggest in their adver- 
tising that they may be used immediately after shaving 
the axilla. 

Summary and Conclusions 


In four cases of a new and unusual type of erup- 
tion in the axillas due to deodorant and antiperspi- 
rant preparations, the clinical appearance was char- 
acteristic and the histopathological pattern revealed 
a characteristic granuloma suggesting a tuberculoid 
reaction. Since the original patients were observed, 
11 others have been seen by members of our group. 
It appears that these cases are becoming more fre- 
quent. Therefore, further study is indicated to trace 
the offending mechanism. 


2300 N. Rockton Ave. (Dr. Rubin). 


Dr. Frederick J. Szymanski reviewed the histological sections for this 
study. 
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Cancer Concept.—The specious statements that “nothing is 
known about cancer” and “no man knows the cause of cancer” 
are commonly made, thoughtlessly no doubt, by medical men 
who should know better. Thousands of articles in journals and 
books in medical libraries bear witness against them, as does the 
unceasing work of the many competent investigators in well- 
equipped laboratories, who daily produce cancers at will. A 
great deal is known about hundreds of cancers, and known 
causes run into hundreds as well. Moreover, doctors daily diag- 
nose, treat and cure indubitable cancers as they do other dis- 
eases. . . . The cancer concept depends on a sharp change in 
behavior observed in body cells themselves. It is a change in 
which, relative to the rest of the body, they themselves play the 
part of an invading agent almost as foreign as that of a different 
form of life such as a bacterium or a virus, and that in a medium 
not altered otherwise than by the consequences of the change 
itself. These altered cells no longer conform internally or in ex- 
ternal relationships to the regular pattern that characterized their 
predecessors, but now breed true in a persistent divergence 
from that pattern. . . . The cancer cell still wears the insignia of 
a body cell, but its proliferation no longer keeps the old line or 
subserves the needs of host-tissue maintenance. The new tissue 
develops a local imitative, inconstant pattern of its own, acts as 
an intruder and disturbs the general metabolic balance of the 
body. The change belongs to the cell and persists whether the 
inducing agent is discernible or not. Disappearance of the agent 
does not result in restoration of the status quo.—Sir Peter Mac- 
Callum, The Place of Surgery in the Treatment of Cancer, The 
Medical Journal of Australia, March 3, 1956. 
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NECESSARY COMPROMISES IN THERAPY OF BURNS SUSTAINED 
IN NUCLEAR WARFARE 


Lieut. Col. Robert D. Pillsbury 


and 


Lieut. Col. Curtis P. Artz, (MC), U. S. Army 


The tens of thousands of burned casualties that might 
be expected following the use of nuclear weapons will 
necessitate many compromises from the ideal burn care. 
The quality of therapy will vary in accordance with the 
nuthber of casualties, the trained personnel available, 
and the amount of supplies on hand. 

During the past few years, many improvements have 
been made in the care of individual patients following 
an extensive burn. Knowledge has been accumulated 
concerning the mechanisms of the massive fluid shifts 
following such an injury. On the basis of a patient's 
weight and the extent and depth of burn, an estimate 
can be made of the quantity and types of intravenously 
given fluids necessary to counteract these massive fluid 
shifts. Experience in various centers for burn treatment 
has shown that a large team of trained individuals is 
essential if ideal care is to be maintained. 

Since 1949, the surgical research unit at Brooke Army 
Medical Center has carried out investigations in the 
management of more than 1,000 burned patients. The 
evaluation of various techniques in therapy has led to 
some conclusions as to compromises that might be used 
in the event that vast numbers of burned casualties are 
to be treated. 


‘Recommended Therapy in Burns 


Before attempting to point out specific compromises 
that may be applied, it may be worthwhile to list the 
various aspects of therapy in an ideal situation. The 
most important phase of treatment concerns early re- 
suscitation, wnich depends upon an adequate amount 
of colloid, electrolyte, and glucose and water infusions. 

Following resuscitation, in many centers the burned 
area is washed with soap and water and loose, devital- 
ized tissue is removed. Then the decision is made as to 
whether to use occlusive dressings or the exposure 
method of treatment. Antibiotic therapy is usually 
started immediately after injury. Aggressive efforts 
should be instituted to reverse the marked weight loss 
following extensive burns by using high-protein sup- 
plemental feedings. Later in the postburn course, op- 
timal care includes grafting of full-thickness burned 
areas and rehabilitation of the patient. 

In the event of nuclear attack involving many thou- 
sands of burned casualties, compromises will be neces- 
sary in all phases of management. The most important 


period is the initial phase, when lifesaving measures’ 


will have to be carried out. These include the collecting 
and sorting of the casualties, combating shock, and as- 
suring survival of the maximum number until they can 
reach an area where more definitive medical care may 
be available. The second major phase in the manage- 


From the Surgical Research Unit, Brooke Army Medical Center, Fort 
Sam Houston, Texas. 

Read before the Section on Military Medicine at the 105th Annual Meet- 
ing of the American Medical Association, Chicago, June 12, 1956. 


* The treatment of burns occurring in thousands of 
people at once during nuclear warfare inevitably 
falls far short of the ideal. Compromises are neces- 
sary in order to make sure that the maximum number 
of people will be saved by the means available. 
These compromises involve the exclusion of patients 
with burns covering less than 15% or more than 
40% of the body surface from the high priority 
group in order to make sure that the time and ma- 
terials required for surgery and parenteral therapy 
will be concentrated on the type of patient most 
likely to respond favorably. They also involve the 
giving of electrolytes, protein supplements, and 
antibiotics orally instead of parenterally and certain 
economies of timing and materials relating to dress- 
ings, ointments, and skin grafting. Rehabilitative 
measures have to be postponed, and those patients 
who can be made ambulatory should be dis- 
charged to self-care or utilized to help care for the 
more seriously burned. 


ment of a large number of casualties consists of whole 
blood therapy, nutritional support, and grafting. This 
care will have to be carried out in a center organized 
for this specific purpose. 
Under ideal conditions, there is evidence that a full- 


_ thickness burn involving 45% of the body surface in a 


relatively young and healthy individual will result in 
a 50% mortality rate. This figure was arrived at after 
treatment of a large number of burned patients in a 
well-equipped hospital, where a team of trained person- 
nel cared for them. This mortality rate shows no sig- 
nificant difference from reports of other burn centers 


in regard to mortality following extensive burns. 


An extensive burn is a unique wound. It is the only 
type of injury that, by inspection alone, can be evalu- 
ated as to prognosis. This.is in contradistinction to gun- 
shot wounds or other types of mechanical trauma, as 
seldom can the actual extent of such injuries be ascer- 
tained except by means of an exploratory operation. 
If for no other reason than the ability to prognosticate 
by inspection, the surgeon best trained in burn treat- 
ment should assume the responsibility for the initial 
sorting of patients who have sustained extensive burns. 

Sorting 

In a disaster situation, approved therapy in the treat- 
ment of burns will not be available to individual pa- 
tients. It is believed that a patient will probably die if 
he has a total of second-degree and third-degree burns 
involving more than 40% of his body surface. This per- 
centage figure would be less in persons under 18 months 
of age or over 50 or in casualties with soft-tissue 
trauma or fractures. In the initial sorting, such casual- 
ties will be placed in the group designated as expec- 
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tant treatment. These persons are to be made as com- 
fortable as possible. They are given adequate doses of 
morphine, if available, and placed in the lowest pri- 
ority group for evacuation and definitive treatment. 
They do not receive therapy until all patients are cared 
for in the higher priority groups. 

The major effort of available medical personnel 
should be directed toward administering therapy to 
casualties having from 15% to 40% involvement. If the 
entire 40% are deep burns, such persons should be 
placed in the expectant group. Some casualties with 
20% superficial burns might be discharged to self-care. 

Percentages are not necessarily hard and fast areas 
of delineation. Each patient should be evaluated ac- 
cording to the depth of his burn, the area of involve- 
ment, and his ambulatory state. Since most of the burns 
are expected to be flash burns, a large number of par- 
tial-thickness burns will occur. If the burning insult 
occurs following secondary fires, however, the depth 
and extent of injury might be increased. 

Casualties having burns involving less than 15% of 
the body surface should be discharged to self-care if 
the location of their injury does not interfere with am- 
bulation. Although many individuals having burns that 
involve 15% of the body surface are hospitalized today, 
experience has proved that most of these patients can 
take care of themselves if they can be supplied with 
water, food, electrolytes, and antibiotics. In a disaster 
situation, however, self-care will not be feasible if a 
casualty has a severe burn of the face, if edema inter- 
feres with sight, or if a deep burn of the leg makes am- 
bulation impossible. Casualties who have partial-thick- 
ness involvement of 15% of the trunk might care for 
themselves. Many individuals with minor burns might 
be utilized to help care for the more seriously injured. 

In the event of thousands of casualties, it is expected 
that most of those who survive will be those with burns 
of such configuration that they can care for themselves. 
Many casualties who have slight full-thickness involve- 
ment might be expected to care for themselves initially 
and then receive treatment later in a hospital where 
grafting can be performed. Casualties who have minor 
second-degree burns might be expected to care for 
themselves; at the same time they might either assist in 
the care of other individuals or resume their regular 
tasks. 

It is expected that most of the sorting will be carried 
out by the casualties themselves. It is hoped that those 
who can continue to carry on some type of work 
might make themselves useful and not overburden the 
medical facilities. 


Supportive Therapy 

The main type of initial, supportive therapy is sup- 
plying water and electrolytes, Normally the patient's 
loss of sodium and fluids is replaced by intravenous ad- 
ministration of lactated Ringer's solution. In time of 
disaster, such replacement therapy will have to be car- 
ried out by means of orally given electro!ytes. A solu- 
tion of salt and soda made by placing 3 gm. of salt and 
1.5 gm. of sodium bicarbonate into 1 liter of water is 
an effective solution for replacement therapy. Should 
the number of casualties be relatively small, with an 
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adequate number of trained medical personnel avail- 
able, then fluid therapy might be given intravenously. 
It is doubtful whether the subcutaneous route would be 
of much value, because fluid and electrolytes are not 
absorbed rapidly in a burned individual. 

In order to provide a replacement solution, it might 
be possible to have salt, soda, and some type of water- 
purification tablet placed in small packages to be given 
to burned patients for mixing with water. The salt-soda 
solution is well tolerated by burned patients. It pro- 
vides good replacement of electrolytes for the first 48 
hours when the burns are not extensive. Any burned 
casualty who is to be treated, such as those sustaining 
an injury of less than 40% of the body surface, could 
probably receive adequate replacement therapy by the 
oral route. Burns with deep involvement will require 
later colloid and blood therapy. In most instances, this 
supportive therapy will not be available within the first 
few days. There is ample evidence to show that, unless 
a burn is very deep, burns involving less than 40% of 
the body surface can be treated initially without whole 
blood. The anemia that usually follows such an injury 
should be corrected later. 

Although burn therapy for moderate-sized wounds 
may be undertaken in a hospital without giving anti- 
biotics, it would be desirable to use antibiotics in casu-. 
alties discharged to self-care. The main reason for such 
prophylactic therapy is to prevent severe infections 
caused by beta hemolytic Streptococcus (Lancefield 
group A). Since this organism is sensitive to most anti- 
biotics, any broad-spectrum antibiotic given orally 
should be sufficient for the first few days after injury. 
At the time a casualty receives the salt-soda solution, . 
he might be provided with a sufficient amount of a 
broad-spectrum antibiotic to last him for several days. 

Since tetanus is a potential threat in burned patients, 
it is advisable to give antitetanus therapy as soon as 
it can be obtained. Almost without exception, all mili- 
tary personnel are immunized against tetanus; hence, a 
single injection of tetanus toxoid is all that will be 
necessary for this group. In the event of large numbers 
of unimmunized casualties, antitoxin should be admin- 
istered if available. However, it will be exceedingly 
difficult to undertake such therapy because of the tre- 
mendous amounts of serum needed and the large num- 
ber of trained personnel necessary to administer this 
antitoxin. 

It will be almost impossible to provide food of high- 
protein content for a vast number of burned patients. 
Therefore, it might be possible to provide some type 
of powder having high-protein content that can be 
taken with water as a dietary supplement. 


Wound Care 


Although the present belief is that most burns have 
less chance of becoming infected when they are 
cleansed, such a procedure will be impossible in a dis- 
aster situation. There is ample evidence that the lack 
of cleansing is a minor compromise, especially when 
burns are exposed. In the event of a disaster, almost all 
burned areas will have to be treated by the exposure 
method because few dressings, if any, will be available. 
Should the disaster occur in a cold region, it will be 
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necessary to furnish blankets or some type of covering 
for the casualties. If time permits and dressings are 
available, they should be utilized on individuals who 
would benefit most from their use. It might be wise to 
prepare some type of mittens for use on burned hands. 
If flash burns occur on the hands and face, a burned 
casualty discharged to self-care can be more effective 
as a soldier or an assistant if he has something to cover 
his hands and if he can see. 

There has been considerable thought and a great 
deal of discussion concerning the use of a bland oint- 
ment for painful second-degree burns. However, most 
second-degree burns weep; and, as soon as the initial 
layer of plasma dries, they are no longer painful. In 
special instances, such as in the case of a combat 
soldier, it might be wise to give him some type of bland 
ointment to cover the burned surface. This would offer 
him some immediate relief. Psychologically, at least, 
this would make him feel that his burn had been treat- 
ed, and he would be able to return to duty as an effec- 
tive combat soldier. The type of ointment to be used 
in such situations is now under study. When a selection 
is made, it is believed that the individual soldier can 
be issued a small tube of ointment that can be inserted 
into his first-aid packet. | 


Burn Centers 


Some thought has been given to the initial manage- 
ment of burns in time of disaster. Little discussion has 
resulted on what might happen to vast numbers of cas- 
ualties after the first few days. In a military disaster, 
if the tactical situation allows, the burned soldiers may 
be moved to a particular area designated as a burn 
center. If this center is located several miles from the 
disaster zone at a specified fixed installation, all burn 
casualties will be cared for in this vicinity. On the other 
hand, if burned casualties have to remain within the 
area where they are injured, it might be possible to 
collect them in a certain region or in a large building. 
Later care should be given in an installation especially 
designated for burn therapy. Still another phase of sort- 
ing or triage, as this procedure is termed by military 
physicians, might be necessary in the so-called burn 
center. Casualties who are able to return to duty after 
one grafting procedure should be taken to the operat- 
ing room first. 

The difficulty in dealing with thousands of burned 
casualties is to find space in an operating room and 
time to carry out the multiple grafting procedures that 
are necessary. Once the casualties who are able to re- 
turn to duty after one grafting procedure are treated, 
the remainder can receive grafting operations accord- 
ing to their needs. In many instances, casualties may 
need coverage of large, open burned surfaces before 
space in an operating room is available. The loss of 
protein and electrolytes through large granulating sur- 
faces might be prevented by means of cadaver homo- 
grafts. These homografts might be laid on the wound 
when a dressing is changed. This procedure serves as 
a biological dressing until space is available in the op- 
erating room for autografting. It is ideal for those pa- 
tients who are to be grafted with their own skin to have 
complete coverage at the time of initial surgical inter- 
vention. If there is insufficient time or if conditions are 
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not such that the wounds can be covered completely 
at the first grafting procedure, then the autografts 
should be put on and the remainder of the open gran- 
ulating areas should be covered with homografts. In 
this manner, each patient will have complete coverage 
after the initial grafting procedure. This is necessary 
because a considerable period of time might elapse 
before space in the operating room is available for a 
second grafting. 

One of the great needs in a burn center is the pro- 
vision of blood and some type of high-protein therapy. 
Large quantities of protein are lost after a burn injury, 
and skin grafting will take well only as long as a patient 
does not become completely depleted of his protein 
reserves. A patient may remain in negative nitrogen 
balance for a prolonged period; but if he does not de- 
plete his reserves then autografts and even homografts 
will take. It is a real problem to prevent protein deple- 
tion. It is doubtful that adequate protein diets can be 
served if thousands of casualties are involved. Protein- 
replacement therapy will have to be carried out by a 
palatable protein supplement that can be given several 
times a day. 

In grafting procedures, it is desirable for large sheets 
of skin to be placed over flat surfaces. If surgeons skilled 
in burn therapy are not available in the event of a vast 
number of casualties, it will be necessary to compromise 
on the grafting procedure. Any surgeon can take skin 
from a person if electric dermatomes are available. If 
the problem involves large granulating surfaces, the 
autografts should be cut to postage-stamp size, instead 
of being applied in large sheets, as these grafts can 
cover a much larger surface. The cosmetic effect, how- 
ever, is far superior if sheets of skin can be used. 


Summary 

In the event of a mass casualty situation involving 
the use of nuclear weapons, it is obvious that major 
compromises in burn therapy will be necessary. These 
compromises will be mandatory in all phases of burn 
therapy, from early resuscitation to late grafting pro- 
cedures. In the early phase, therapy to be considered 
includes (1) oral electrolyte therapy, (2) use of the 
exposure method except when an individual might be 
rendered effective by the use of dressings, (3) omis- 
sion of local wound care involving an operating room, 
(4) orally given antibiotics, (5) self-care or “buddy 
system” treatment for all burns involving less than 15% 
of the body surface except in critical areas such as the 
face and feet, (6) concentration of care for casualties 
having burns involving 15 to 40% of the body surface, 
and (7) low priority for evacuation and treatment for 
all persons with more than 40% of their body surface 
involved, providing most of the burn is a full-thickness 
burn. In the later phases, therapy to be considered in- 
cludes (1) cadaver homograft skin applied as a ward 
procedure, (2) autografts applied in postage-stamp 
size rather than in sheets, (3) protein supplements by 
oral ingestion, (4) first priority for grafting of patients 
with small areas of burns because of early discharge 
from the burn center, and (5) delay in grafting pro- 
cedures on many casualties beyond the optimal period. 
In time of disaster, it will be impossible to excise all 
full-thickness burns or initiate routine rehabilitation. 
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IMPACT OF NUCLEAR WEAPONS ON MILITARY AND CIVILIAN 
MEDICAL ORGANIZATIONS 


* Brig. Gen. Major S. White (MC), U. S. A. F. 


National defense today is based upon preparation 
for both general and local wars. In either type, nuclear 
weapons will play a predominant part. These weapons 
will be highly selective in their action. They may be 
used tactically in the local or “limited” war to pinpoint 
relatively small military targets, or they may be used 
strategically in a general or “all-out” war to destroy 
large industrial centers. The three defense forces of 
the United States—the Army, Navy, and Air Force— 
are redesigning their combat and support units, which 
include medical organizations, to meet the require- 
ments imposed by this type of warfare. 

Combat units have always striven to obtain the 
maximum of mobility, in order to gain the initiative, 
to achieve surprise, and to concentrate fire power. 
Extreme flexibility must also be obtained. To do this, 
tactical elements must be small, mobile, self-sufficient, 
and capable of rapid dispersion and regroupment. One 
of the main objectives of this type of organization is 
to present as small a target as possible for a nuciear 
weapon. Medical support for these new combat needs 
can be readily met by the inherent flexibility of most 
of the nation’s military medical units. However, area 
and centralized control are the factors that must be 
added to permit support on a local or regional basis. 


“Exercise Sage Brush” Tests 


The organization of military medical support for 
atomic warfare is illustrated by examples from the 
joint Army—Air Force maneuver “Exercise Sage Brush” 
held in the fall of 1955. During this period, 140,000 
soldiers and airmen from units throughout the United 
States participated in the largest joint maneuver held 
since World War II. The primary purposes of the 
exercise were to train units for modern combat and to 
test new techniques and weapons. Therefore, simu- 
lated atomic weapons and numerous means for their 
delivery were made available to the commanders of 
both the defending United States forces and the invad- 
ing aggressor forces. 

In a nuclear war, as this exercise was, it is axiomatic 
that for both survival and victory the first order of the 
day is to obtain air supremacy. This is gained by de- 
struction of the opponent's air power through an air 
war. Once air. supremacy is achieved, freedom of 
movement is assured for one’s own ground and air 
forces, with denial of this freedom to one’s opponent. 
Air forces can then support ground troops in the ex- 
ploitation phase of war or in the elimination of any 
enemy ground troops that might remain. In Exercise 
Sage Brush, the hope for initial survival of all forces 
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_® Successful offensive tactics in nuclear warfare 
depend on the development of small, mobile, self- 
sufficient tactical elements capable of rapid dis- 
persion and regroupment. Successful defense sim- 
ilarly depends on the development of units that will 
not offer an easy target for a nuclear weapon; they 
must be flexible and mobile, yet linked by central- 
ized control. The medical support, in particular, 
must include casualty-treatment units widely dis- 
persed in each community and capable of operating 
for short periods with communications destroyed. 
All individuals therein must be trained in first aid for 
assistance to both themselves and others; organic 
medical support attached to tactical units must be 
as small as possible; all other supporting medical 
units must be mobile, widely dispersed, and cen- 
trally controlled; rapid transportation must be avail- 
able. Individuals concerned with medical care must 
be available for transfer to and from distant areas, 
and they must be under some type of disciplinary 
control, the nature of which, whether civilian or mili- 
tary, should be decided before the emergency arises. 
Experience gained from a joint Army and Air Force 
maneuver in 1955 demonstrated these points, but 
the pattern can also be adaped by civilian com- 
munities to the problem of supplying medical care 
under disaster conditions. 


was based on the wide dispersion of tactical units. As 
can be seen in figure 1, dispersion caused the distances 
over which the maneuvers took place to be extensive. 
Air bases of the opposing air forces involved in the air 
war are shown spread throughout 18 states of the 
southeastern United States. The shaded portion of the 
map indicates the ground area in Louisiana over which 
the field armies maneuvered. 


Air Force and Army Organization 


In the air forces, the dispersion shown ensured that a 
wing of 75 aircraft would not be based entirely on one 
airfield. To have done so would have made possible 
the destruction of the wing’s three squadrons through 
the successful delivery of one atomic bomb. Therefore, 
all of the wings were divided, with one squadron or less 
assigned to any single air base. The problem of supply 
to these dispersed units was met by the use of air, 
transport. This air transport was, in turn, available for 
the evacuation of medical casualties and governed the 
organization of air force medical support that was 
provided in two ways: one, through the organic medi- 
cal personnel and equipment assigned to a squadron; 
the other, through an area support unit covering the 
entire theater. The squadron medical unit consisted of 
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a flight surgeon and three enlisted aeromedical techni- 
cians. This team was equipped with a compact air- 
transportable dispensary. It provided for early treat- 
ment and for the aviation and preventive medicine 
care that was considered the minimum essential in the 
squadron and relied on evacuation to theater units for 


4 US. AIR BASES 


Fig. 1.—Extent of maneuver area in Exercise Sage Brush, showing Air 
Force units in 18 southeastern states and Army troops in shaded area in 


further medical support. Theater area support was 
organized into a tactical aeromedical wing under the 
centralized control of the Air Force commander. This 
wing consisted of units varying from small 36-bed 
air-transportable infirmaries to 150-bed fly-away hospi- 
tals. It also included an aeromedical evacuation group 
and other elements for dental, veterinary, laboratory, 
and preventive medicine services as well as for medi- 
cal supply. All hospitals had their personnel organized 
into several disaster teams, consisting of physicians, 
nurses, and auxiliary helpers. These teams, with emer- 
gency supplies, could be detached and sent to the 
assistance of areas incurring large numbers of casual- 
ties. 

Through centralized control, flexibility of assign- 
ment was possible. Hospitals and other units were 
based in areas where the greatest work load was ex- 
pected or were moved rapidly in whole or in part as 
the tactical situation dictated. Need for such control 
will be even more acute as greater dispersion becomes 
possible in the future, with combat aircraft developing 


' vertical take-off and landing capabilities. Then squad- 


rons will be dispersed in elements of one or several 
planes. The contined adaptability of medical support 
for such a situation was demonstrated in Exercise Sage 
Brush, when squadrons were dispersed in small ele- 
ments through the assignment of an aeromedical tech- 
nician with each element and flying visits by the 
squadron flight surgeon. 

Army forces, similar to the air forces, also had their 
units organized into the smallest possible tactical ele- 
ments for self-sufficiency and dispersal. In the forward 
battle zone, or division area, the medical elements 
organic to the division were used for early emergency 
care. Direct support of these units and area medical 
support in the rear were provided by 300-bed to 400- 
bed field hospitals. These functioned as one complete 
unit or were partitioned into independent elements of 
100 beds each. In addition, evacuation hospitals, medi- 
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cal supply depots, and clearing and ambulance com- 
panies provided support under the control of a 
centrally located medical group headquarters. Aircraft 
also were used, as in the Air Force, to supply isolated 
units and evacuate transportable casualties. For both 
ground and Air Force troops, supplemental medical 
supply units were available for delivery to organiza- 
tions suffering large numbers of casualties. The sup- 
plemental supplies were designed around a basic unit 
of drugs and dressings needed to care for 100 casual- 
ties of the type expected in nuclear warfare. Multiples 
of this basic unit were delivered as required, depend- 
ing on the number of wounded reported. 

The experiences of Exercise Sage Brush demon- 
strated that, with a rapidly changing tactical situation 
and the occurrence of mass casualties, it was necessary 
to have a headquarters exercising centralized control. 
In the event of destruction of the central headquarters, 
control was passed to an alternate headquarters. 
Under such guidance, medical organizations were used 
to their full effectiveness, as it was possible to assign 
them throughout the combat area as needed. Good 
communications and airlift were also essential for 
successful operations. In their absence, as occasionally 
did occur, it was necessary for an isolated unit to rely 
on its self-sufficiency. Self-sufficiency means, among 
other things, that each individual of a unit must be 
well trained in the principles of first aid, for adminis- 
tration to himself and to others. Such training will in 
many cases provide the only medical care available 
initially after an atomic bomb strike. 


Destruction from Nuclear Weapons 


The extent of damage and the pattern of a nuclear 
war is seen in figure 2, which illustrates the bases of 
the United States air forces that were destroyed by 
aggressor atomic air attacks in the first two hours of 


Fig. 2.—U. S. Air Force bases destroyed by atomic bombs in first two 
hours of Exercise Sage Brush. on 


the maneuver. The magnitude of any single bomb 
burst shown can be appreciated if a comparison is 
made to the high-explosive bombs dropped by air 
during World War II. If every bomber plane of the 
allied air forces of the United States and the United 
Kingdom had been loaded to capacity with high ex- 
plosives and all had dropped their bombs in one-satu- 
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ration raid, the result would have been only a fraction 
of that represented by a single atomic burst in figure 
2. Similarly, figure 3 shows the number of atomic 
weapons used on ground troops during the entire ma- 
neuver. Again, the devastation shown is catastrophic. 
As a result of such action, it is evident that past 
experiences of destruction covering time periods of 
months and years are now compressed into periods of 
minutes and hours. The decisive phase of a war may 
be over in a few hours or days, as it was in this man- 
euver. On the other hand, it is possible that a war 
might be prolonged due to many factors, political or 
military. In the latter instance, the type of medical 
support provided in Exercise Sage Brush would have 
been adaptable to the situation, because of the flexi- 
bility of medical units and the availability of airlift. 
Air transport could have moved medical support as 
needed and cleared casualties from forward areas to 
well-equipped hospitals in the rear. Thus, tactical 
units would have been relieved of a logistical burden 
and would have preserved their ability for rapid move- 
ment and exploitation. 


Principles for Organization of Medical Groups 


Lessons learned from this maneuver indicate that 
our Army and Air Force medical organizations in 
existence and being developed can cope with the 
problems of nuclear and thermonuclear warfare if 
certain principles are followed. These principles are 
as follows: 1. All individuals must be trained in first 
aid for assistance to both self and others. 2. Organic 
medical support attached to tactical units must be of 
the smallest size possible. 3. All other supporting med- 
ical units must be mobile, widely dispersed, and cen- 
trally controlled. 4. Rapid transportation must be avail- 
able. 

These same principles can apply to the organization 
of civilian medical groups in preparation for any dis- 
aster. If adapted to civil defense, it would. mean that 
first-aid and self-aid training must be given to all 
citizens. Casualty-treatment units must be organized 
in advance to be manned by designated physicians 
and helpers. These units must be widely dispersed in 
a community and be capable of operating for short 
periods with communications destroyed. Large hos- 
pital units must be organized on a team basis for 
dispersal or for sending assistance to other areas. 
Similarly, all means of transportation for both supplies 
and patients must be organized on a team basis for 
local or regional use. Plans for centralized control of 
all elements of medical coverage must be developed 
in each geographical area. Each community must co- 
ordinate with neighboring areas on disaster plans. 
Local and state governments must be prepared to 
furnish regional aid. It is conceivable that, as plans 
progress, a national, central control headquarters will 
be required to coordinate the individual efforts of 
military and civil agencies. 

Relative to civil defense, it is appropriate to quote 
I. S. Ravdin,’ who has outlined the action he felt 
necessary as follows: 
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Civil defense on a local or even a regional basis is, in my 
opinion, unrealistic. We must develop a plan that will permit 
the transfer of those concerned with medical care from distant 
areas and the assignment of those available at the local area. 
Whether these individuals will be under complete civilian con- 
trol or whether they will, office they are called to duty, be under 
military control should be decided before the emergency arises. 
What needs to be recognized now is that they must be under 
some type of disciplinary control. The future can not be left to 
chance. 


Summary 


Thermonuclear warfare requires that military tacti- 
cal units be small, dispersible, and self-sufficient and 
that they possess extreme mobility and flexibility. 
Medical support must be adapted to this type of or- 
ganization. This is done by providing in a tactical unit 
only the medical personnel and equipment to give 
minimum essential early treatment and preventive 


Fig. 3.—Total of atomic weapons used on ground troops during Exercise 
Sage Brush. 


medicine supervision. Additional support is given by 
use of mobile medical units assigned on a regional 
basis as required, through centralized control. Air 
transport is used to supply dispersed units and to evac- 
uate patients. Examples of the use of this new type 
of organization were illustrated for both Army and Air 
Force units in the large joint maneuver “Exercise Sage 
Brush” held in the fall of 1955. Civilian communities 
can organize along similar lines to furnish medical care 
under disaster conditions. This concept provides for 
dispersed medical units, use of self-aid, and support 
through mobile units under centralized control. 
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ROLE OF THE GENERAL PHYSICIAN IN THE ATOMIC AGE 
I. Phillips Frohman, M.D., Washington, D. C. 


‘I am extremely grateful to the members of the Sec- 
tion on General Practice for having honored me with 
the chairmanship in the past year. A number of sub- 
jects suitable for presentation as the chairman’s address 
were considered, some were reconsidered, some were 
written about and the articles published in various 
medical journals, and others were discarded. In my re- 
view of the medical progress of the past decade and 
the effects of such progress on the general physician, I 
found that the swift tempo of research has been so 
overwhelming that it is often difficult for any physi- 
cian, whether specialist or general physician, to remain 
abreast. This is particularly true if one tries to grasp 
the impact on medicine of the development in nuclear 
physics. 

Research in Nuclear Radiation 


The amount of research already done in the field of 
nuclear radiation must be tremendous. To realize this, 
we have merely to use our powers of logical inference, 
based on the spectacular results we have been per- 
mitted to view. The greatest portion of this research 
is not published, for reasons of national security. 

At a meeting held in Washington, D. C., on April 
28, 1955, on “Nuclear Radiation Hazards and Their 
Political Implications,” sponsored by the Federation of 
American Scientists, Dr. M. Stanley Livingston, pro- 
fessor of physics at the Massachusetts Institute of 
Technology, remarked in his opening address upon the 
extreme difficulty of securing enough qualified persons 
to fill the panel. Many scientists hesitated or were not 
given clearance to speak on a subject about which so 
much information was still being classified. Others 
declined to enter the discussion for fear of involve- 
ment in an issue sufficiently controversial to provoke 
security clearance trouble. Thus we see that much of 
the work done in nuclear radiation has not been made 
available to the medical profession in general and can- 
not have been exposed to the acid test of widespread 
clinical observation. 


Present Dangers in Atomic Medicine 


Dr. Bentley Glass, geneticist and professor of biolo- 
gy at the Johns Hopkins University, states that there 
are two grave dangers in the present situation. One is 
our ignorance about the effects of radiation, and igno- 
rance is always a danger. The other concerns the matter 
of “average” dosage. As the number of test explosions 
increases and the long-lived isotopes accumulate and 
as the industrial atomic energy plants multiply and 
the disposal of atomic waste products becomes more 
and more a critical problem, the cumulative exposure 
to radiation may exceed the “safe dosage” of 0.2 r per 
year, which was the average amount received by the 
Oak Ridge and Hanford workers in 1949.’ This leaves 
me with the frightening thought that, when the bulk 
of atomic research is finally dumped into our laps and 
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* It is essential for ail physicians, and particularly 
the general physician, to be alerted to the new 
health and hazard problems related to the peacetime 
use of nuclear radiation. This knowledge will also aid 
him well in event of atomic warfare. 

The use of radioactive substances alone has in- 
creased tremendously in industry, pharmaceuticals, 
and medicine in general. Employment exposures to 
nuclear products impose an immediate responsibility 
to the physician to be aware not only of the side- 
effects of radiation but more so of the diagnosis and 
treatment of overexposed patients. The complaints 
of malaise, lassitude, and anorexia unsupported by 
the usual clinical causes; gastrointestinal symptoms; 
dermatological conditions; or bizarre or unrecog- 
nized hematological changes in those patients work- 
ing with or in the vicinity of nuclear radiation should 
alert the physician to consider these symptoms as 
perhaps manifestations of overexposure to radiation. 

Today the supposed safe limit of 300 mr per week 
total body exposure is only approximate and not 
conclusively free of danger. Even those patients not 
overly exposed may develop “radiophobe” attitudes, 

_ with obsessions necessitating careful and patient 
guidance by the physician. 

This is a new branch of clinical medicine, still not 
propounded in the medical literature nor included in 
the medical school curriculum, yet it faces some of 
us today and will face many of us in practice in 
the near future. 


literature, we physicians will have to assimilate the 
mass of it, rather than the slow piecemeal of it as we 
would prefer. 

I firmly believe that the inns of nuclear radia- 
tion will produce the greatest change in the lives of 
mankind since the discovery of fire. I believe that the 
amount of productive atomic and radiation research 
and the use to which this research will extend in medi- 
cine in the very near future will far surpass that of 
any group of new drugs discovered in the past 50 
years—and this includes the steroids and antibiotics. 
I also believe that our historians will refer to the 20th 
century as the atomic rather than the antibiotic age 
of medicine. 

No doubt, the atomic age will be said to have begun 
at that point in time when man learned not only how 
to release, but also how to control, the energy that 
binds the nuclei of atoms. The “control” part appears 
to be the knottier of the two problems at present. In 
fact, the peacetime atom may thrust on the general 
physician a whole new set of health and hazard prob- 
lems, many of considerable magnitude. We can be 
certain that in the near future we will be living in a 
world more radioactive than at present, since the use 
of atomic or nuclear radiation will steadily increase in 
industry, hospitals, pharmaceutical manufacturing 
plants, metallurgical research, biological research, 
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atomic submarines, aircraft carriers, plastic industries, 
and many other aspects of our technical culture. In all 
of these, we physicians may find the invisible hazards 
more insidious in onset and more frightening in climax 
than any of the dramatically visible occupational haz- 
ards we occasionally encounter at present. Even with 
the best equipment and protective devices, there is 
always present the potential danger of radiation leak- 
age, unforeseen accidents, and that common frailty— 
human carelessness. Furthermore, we -have with us 


. always the accident prone, and no safety equipment 


has yet been devised that will shield them from them- 
selves. 

Perhaps I had better pause right now to assure you 
that this paper has nothing to do with atomic warfare. 
It is not my purpose to discuss the role of the military 
in the use of nuclear power but rather the role of the 
general physician, the “front line physician,” in this, 
the atomic age, which is rushing down the corridors 
of time to meet us head on. And we, I might add, are 
unprepared for the encounter. Most of us are babes in 
the wood where the problems and potential results of 
exposure to nuclear radiation are concerned. If I can 
succeed in alerting even a few general physicians to 
the fact that a new era is at hand and that we are not 
prepared, I shall have accomplished the purpose of 


this address. 
Effects of Exposure 


In any discussion on the effects of radiation, we 
must always keep in mind that radiation is absorbed, 
and that its absorption takes place in the basic biolog- 
ical unit of life, the body cell. The pharmacological 
reaction to radiation that takes place in the body cell 
is much like that of drugs. Both produce local as well 
as general (systemic) effects. These effects may ap- 
pear immediately or after varying amounts of time, 
both may produce morphological as well as functional 
changes, and drugs as well as radiation produce re- 
versible as well as irreversible effects. Here the simi- 
larity between drugs and radiation ends. The reversi- 
ble effects of cellular drugs (such as anesthesia) is 
a common fact in the field of pharmacology and is 
familiar to all physicians. But the reversible effects of 
radiation, though theoretically possible, have been 
demonstrated only through artificial interference by 
such means as cooling or washing the irradiated tis- 
sues. Unless such interference is introduced, irradiated 
cells and tissues are damaged irreversibly.” 

In many instances, the apparent increase in function 
of irradiated cells is an expression of premature aging.° 
After exposure to radiation doses that do not produce 
cell death immediately, vital functions proceed at an 
accelerated pace until cell death occurs. Vital energies 
are exhausted prematurely due to the impact of irradi- 
ation and the disorganization of factors controlling the 
orderly use of these energies. We are well acquainted 
with the example of how menstruation may be stimu- 
lated when irradiation of the ovaries is attempted. 
Here the therapeutic result is achieved at the price of 
partial destruction of the atretic graafian follicles, 
which causes the amenorrhea, and at the possible 
further price of inducing hereditary changes in the 
ovary of the irradiated woman. 
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The knowledge of the side-effects of irradiation is an 
unqualified necessity and is indispensable in the clini- 
cal diagnosis and treatment of patients exposed to 
radiation. The effects of radiant energy on living 
matter, particularly of humans, is of the greatest 
importance to all physicians, especially the general 
physician. We must be capable of evaluating these 
effects as either therapeutic or toxic. The ever-increas- 
ing use of radioactive substances in recent years is 
borne out by these figures. It has been shown that the 
use of radioactive iodine has increased from a‘ few 
millicuries to almost 50,000 mc. per month; and that 
radioactive phosphorus has increased to almost 13,000 
mc. per month; and radioactive gold, which was almost 
unknown in 1950, is now being distributed at the rate 
of more than 50,000 mc. each month.‘ This vast in- 
crease in the use of these radioactive drugs in so short 
a time certainly shows that there is a definite radio- 
active pharmaceutical business in progress. 

The utilization of ionizing radiation for the purpose 
of sterilization of drugs and foods, suture materials, 
and other pharmaceutical agents opens new fields for 
the peacetime use of atomic energy. I would like to 
mention some of the sequelae of the atomic age of 
concern to physicians in general practice. 

In a recent issue of THE JOURNAL, a case of aplastic 
anemia secondary to intravenous therapy with radio- 
active gold was reported.*° On Jan. 11 and 12, 1956, 
newspapers carried the story of four men who, having 
been exposed to radioactive cobalt, faced weeks of un- 
certainty as to the results of this exposure. It seems that 
one of these men needed a piece of string and picked 
up the first piece he came upon at his place of work. 
This piece of string, unfortunately, had a capsule of 
radioactive cobalt attached to one end. This radio- 
active cobalt capsule was used in the steel plant to 
detect defects in structural steel and piping. How long 
he held it in his hand is unknown, but it eventually 
reached his pocket, and when he arrived at his car 
he transferred the string and ‘cobalt to the glove com- 
partment. The other three men were riders in the car 
and thus were innocently exposed to radiation. Here 
is but one example of the carelessness and ignorance 
I mentioned, and this may very well be repeated many 
times over in the next decade. This example is cited 
in order to show that we general physicians must be 
prepared at all times in the future to see patients in 
our offices who are walking demonstrations of careless 
and ignorant exposure to these atomic forces. 

Examination of Patient 

Let us now explore the potential physical findings 
we general physicians might uncover in this type of 
patient were he to visit us in our offices, not knowing 
he had been exposed. In this paper I cannot cover 
completely all of the findings, diagnoses, and treat- 
ment of radiation exposure. Physicians and scientists 
much more learned in this field than I am have con- 
tributed a great deal to present-day medical and scien- 
tific literature. It is my purpose to stimulate a few of 
you to learn all you can about this swiftly approaching 
atomic era in medicine so that you will be prepared 
for the oftentimes subtle symptomatology it presents. 
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Just as important as the meticulous history will be 
the place of employment, the type of material with 
which the patient might be in contact, and whether 
the patient is in his routine work exposed to ionizing 
radiation in any of its forms. Some of the most im- 
portant early complaints our patients might present 
could be malaise, anorexia, and lassitude. When these 
complaints are not supported by other usual clinical 
causes, they may very well be the first expressions of 
an overexposure to radiation. These signs are of the 
utmost importance: Exposure in any of these patients 
may be due to careless handling of material, an un- 
detected breakdown of protective measures, or simply 
the expression of unusual constitutional sensitivity of 
the patients to ionizing radiation. This could occur in 
such persons as those with vagotonic conditions—in 
spite of observation of and strict adherence to all 
safety measures. Later there may be a low-grade 
nausea, possibly with vomiting or diarrhea or both, 
which might very well be attributed erroneously to 
other diseases or infections. But if we are vigilant and 
never fail to consider the irradiation exposure poten- 
tial of patients employed where such exposure is 
possible, much time will be saved in arriving at the 
probable diagnosis. 

A careful examination of the skin, hair, and finger- 
nails is mandatory in any patient working in plants 
using radiation. The presenting complaint may be sim- 
ply itching of the skin, a burning sensation, or perhaps 
nothing but a slight reddening of the irradiated ex- 
posed areas. The physician might be confronted by 
an unexplained pigmentation, one not conforming to 
the usual problems in dermatology in general practice. 
Here again the accurate history is most important. 
Symptoms such as abnormal epilation of the scalp in 
women or of the face in men should alert the physician 
to the possibility of radiation exposure. 

Exposure may produce a burning sensation of the 
eyes with undue lacrimation.® Any cataract formation, 
especially on the posterior pole of the lens in young 
persons, should arouse suspicion of exposure to radi- 
ation. The reaction in the blood stream will be of the 
utmost interest to the general physician. The systemic 
effects of prolonged exposure to irradiation are serious. 
There may be aplastic anemia with fatal termination.’ 
And chronic exposure may increase the incidence of 
leukemia. 

It has been shown in the writings of Henshaw and 
Hawkins * that the incidence of leukemia in radiolo- 
gists is approximately 8 to 10 times greater than in 
other physicians. Must we not consider those working 
in nuclear industry, unless closely observed and more 
closely protected, in the same category? The exact 
dosages required to produce blood alteration with a 
depression of the peripheral blood elements are not 
known, but the degree of depression of these blood 
elements is believed to be the best index of the severity 
of acute radiation injury and perhaps an index to the 
amount of exposure. 

Complete preemployment blood studies on all of 
our patients working with, in, or about radiation plants 
will be of critical importance. These should consist of 
hematocrit determinations and leukocyte, neutrophil, 
lymphocyte, and platelet counts. They should, in fact 
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must, be done by physicians experienced in such 
blood studies; otherwise, the patient’s specimens 
should be sent to a pathologist. Any blood smears from 
patients exposed to radiation that show a blood pic- 
ture unrecognizable or bizarre to the general physician 
should most certainly be dispatched to a qualified 
pathologist, preferably one schooled in the effects of 
radiation exposure on the blood. Following this, bone 
marrow, liver, and spleen biopsy studies may be in 
order. In the preemployment physical examination of 
patients applying for positions in atomic nuclear re- 


actor plants or in industries using radiation, it might 


be wiser to exclude from such employment any person 
whose total white blood cell count is above or below 
the recognized upper and lower limits of normal until 
definite rules and regulations are established by proper 
authorities for this condition. 


Effects of Radiation on Sterility and Genes 


The always puzzling problem of sterility will be an 
added burden of diagnosis and treatment to the gen- 
eral physician and medical men in general, especially 
sterility in the male patient. It is, and has been, known 
for many years that the reproductive organs are highly 
sensitive to radiation. The genes, too, are susceptible, 
with the production of radiation-induced mutations. 
The effects in the first generation may not be detecta- 
ble, but how are we to decide just what will be in- 
flicted on future generations—even if the ancestral 
dose was small? Literature ° tells us that the progeny 
of radiologists and others exposed to radiation are 
subject to a significantly higher percentage of con- 
genital malformations than those of persons not so 
exposed. To the general physician, the implications of 
this finding will be magnified alarmingly when he first 
encounters malformations and realizes that they will 
appear even more frequently in subsequent genera- 
tions. It is not inconceivable that the actual morphol- 
ogy of our descendants may depend upon the vigilance 
and acuity of physicians practicing today. We must 
be equipped and ready to detect even the slightest 
symptom of overexposure, for nowhere in the litera- 
ture could I find evidence that a method of countering 
radiation’s irreversible effects was even in the offing. 
There may come a time, however, in our rapidly ex- 
panding and forward-moving industrial atomic age 
when certain short cuts in protection from radiation 
may occur. This is the danger period. 


Maximum Dosages 


There is such a thing as the maximum permissible 
dose of radiation, and this is defined by the Interna- 
tional Commission on Radiological Protection as “that 
dose of ionizing radiation that, in the light of present 
knowledge, is not expected to cause appreciable bodily 
injury to a person at any time during his lifetime.”*° 
It is further stated that the “maximum total dose to 
which the body may be exposed continuously ‘or in- 
termittently is currently established as 300 mr per 
week, whereas exposure to the hands and forearms 
may be five times this amount and still be considered 
to be within safe limits.” But—and here is the most 
important statement: “These supposed safe limits arc 
only and at best approximations, and there is no con- 
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clusive evidence that even such levels are completely 
free of danger. This maximum permissible exposure 
rate has been modified and reduced in the past. In 
the near future with the expanded use of ionizing 


radiation this permissible exposure rate may have to 
be modified and reduced further.” 


Safety Measures 


For the purpose of the general physician in his 
daily practice with those working in or about radia- 
tion, irrespective of the safeguards, the wisest precau- 
tion to protect patients would be the advice of Ritvo, 
D’Angia, and Rhodes,’ “that excess radiation com- 
prises any radiation which can be avoided.” It is like- 
wise important that all plants dealing with radiation— 
in no matter what form—adopt safety patterns calcu- 
lated to minimize or eliminate all dosages, no matter 
how small, how infrequent, or how harmless these 
dosages appear to be. 

Many devices have been employed to measure ex- 
posure. This represents no problem. The difficulty lies 
in measuring the individual—and the machine has not 
been invented that can do this. The pocket dosimeter 
and the Victoreen ionization chamber can both regis- 
ter the amount of radiation John Doe has absorbed, 
but John Doe himself remains as unpredictable as he 
has always been, physicians and psychologists not- 
withstanding. What his particular physiological reac- 
tions will be to even the so-called minimum dose 
always remains uncertain. What is harmless to man- 
kind may be lethal to one man—and that one man 
may be your patient, or mine. Thus, to rely upon any 
instrument to report the amount of exposure and to 
accept this without further investigation of the indi- 
vidual himself would be to abandon the caution upon 
which our profession is based and to do a grave in- 
justice to the patient. 


Other Problems 


Another problem we will undoubtely face will be 
the radiophobes—patients obsessed with a probably 
groundless fear of overexposure. This can be compli- 
cated by the known effects of radiation on the repro- 
ductive organs, since the relationship between sex and 
the psyche is a familiar one to all of us. Distinguishing 
a person with bona fide radiation poison from the 
radiophobe will require skillful diagnostic techniques, 
patience, and understanding. It is for this reason that 
the general physician must familiarize himself with 
the fundamentals of medical radiation biology in order 
to give competent and confidence-inspiring advice to 
these patients. 

In the past few months in newspapers throughout 
the country much has been written about proposed 
nuclear power plants to be erected in the immediate 
future in this country. True, while we are happy about 
the enrichment of our national economy through the 
uses of atomic energy, we, as physicians, must be 
cognizant of the potential dangers inherent to this in- 
dustrial evolution. Two very important characteristics 
differentiate the potential hazards of nuclear fission 
products from the more conventional industrial 
poisons. First, fission products in nuclear reactor plants 
do not assault the senses, even in lethal doses and 
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concentrations. Second, nonlethal doses or exposures 
can produce permanent injuries that may not become 
evident for many years after the original exposure. 
Furthermore, the nuclear fuels, such as plutonium 
and uranium -233, are highly toxic if inhaled or 
ingested."* It is important for all physicians to know 
and understand the toxicology of these reactor fuels 
and of the other products used. 
Medical Education and Radiation 

To prepare the future physician for the atomic era 
of medicine, education in the field of radiation biology 
is a “must” for the medical student, the intern, and 
the resident. Yet, I wonder how many, if any, medical 
schools in this country are properly staffed with a sep- 
arate department to teach radiation biology and the 
pharmacodynamics of-nuclear activity as applied to 
medicine. Must we wait until the full impact of the 
entire mass of research envelopes us completely and 
the literature becomes too complex for orderly sorting 
before our schools inaugurate adequate teaching fa- 
cilities and staff in this all-important new field? The 
longer we wait, the more difficult the task of weighing, 
analyzing, and sifting the information so that it can 
be effectively imparted to students. 

At the moment we seem to be ensnared in an in- 
congruous situation wherein the physical scientist 
controls the “atomic pile of education and knowledge,” 
and the physician passively stands aside. Would it 
not be eminently appropriate to have physicians en- 
gaged in full-time medical research in radiation bi- 
ology teach those who must combat the human side- 
effects of that research? Physicians may then instruct 
medical students, interns, residents, and nurses. Need- 
less to say, the obvious benefits would apply indis- 
criminately to all—to the laboratory scientists and 
physicians as well as to the general public. 

Recently a nine-man study group presented their 
findings, suggestions, and conclusions to the Joint 
Atomic Energy Committee ** on the peaceful uses of 
atomic energy. This panel maintained that “the speedy 
progress in atomic medicine depends on three princi- 
pal factors: training of an adequate number of doctors, 
nurses, and technicians; construction and staffing of 
adequate research facilities; and provision for rapid 
communication of the most advanced medical knowl- 
edge.” This group further stated, and I quote, “It is 
our strong feeling, however, that medical institutions 
and research centers should not assume a passive role 
and expect the government and more specially the 
(Atomic Energy) Commission, to assume all or even 
a major portion of the responsibility for providing 
research facilities, equipment, and materials.” To 
further substantiate my feelings in the matter of nu- 
clear energy radiation—its use and misuse—this same 
nine-man group presented a definite six-point program 
to the Atomic Energy Commission in their report. 
They stated: 

“1. Provide all medical schools with adequate facilities for 
training in atomic medicine techniques. 2. Create additional re- 
search centers with appropriate equipment, including reactors. 
3. Design low-cost atomic medical equipment suitable to the 
needs of the 6,100 hospitals and medical clinics without atomic 


facilities and provide at least minimal facilities to this group as 
rapidly as possible. 4. Make available at reasonable prices the 
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now-expensive radioactively labeled organic compounds essen- 
tial for research and therapy. 5. Assure prompt availability of 
current atomic developments in the field of medicine and medi- 
cal research, with opportunity for full interchange of latest data 
without interference of the independence of medical research 
investigators. 6. Inaugurate a nationwide educational program 
on the more judicious use of radiation and the need for better 
record-keeping of the exposure of individuals to radiation from 
all sources.” 


As I stated earlier, this presentation has nothing to 
do with atomic warfare, except as those words pertain 
to splitting the tight nucleus of ignorance or apathy. 
If what I have said will stimulate even one or two of 
you to begin now and skip nothing in the literature 
pertaining to radiation research, particularly radiation 
biology, if it will challenge you to really find out what 
to expect in patients exposed to radiation and what 
the toxicological responses are to fission-producing 
fuels, I shall consider whatever efforts I have put into 
this paper to be trifling in proportion to its results. 

2924 Nichols Ave. (20). 


J.A.M.A., November 3, 1956 
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THERAPEUTIC PROCESS IN ELECTROSHOCK AND THE NEWER DRUG THERAPIES 


PSYCHOPATHOLOGICAL CONSIDERATIONS 


Leo Alexander, M.D., Boston 


The nature of the therapeutic process in shock 
therapy is unknown. One fact, however, emerges with 
increasing clarity: the patient successfully treated 
with electroshock is no longer frightened into panic or 
paralyzed into depression by his own warning or 
tension anxiety.’ 

Six years ago I first presented my observation that in 
certain patients depression, defined as a state of sad- 
ness with self-reproach and psychomotor inhibition, 
can be converted into anxiety, defined as a state of 
tension with fear and psychomotor excitation, by the 
use of shock and reversed back into depression again 
by the use of nonconvulsive electrostimulation in a con- 
trolled, predictable, and repeatable manner.’ This 
finding has prompted me to conceive of depression 
not as a defense against anxiety but as a state of over- 
whelming anxiety with hopelessness: anxiety from 
which the ego can see no hope of escape, or, anxiety 
that has resulted in an inhibitory state. However, in 
itself the shock therapy does not directly affect either 
the original quantity of the anxiety or the psychological 
issues that precipitated and perpetuated the original 
warning anxiety; but, when anxiety comes to the fore 
again, depending upon its original quantity, it does so 
because it has been released by the shock procedure, 
due to the lifting of the depression, which had exerted 
a reciprocal inhibitory effect over the original anxiety 
(fig. 1 and 2). The conflict-laden psychological issues 
as well as the primary warning anxiety they aroused 
must await relief by concurrent and follow-up psycho- 
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* Some light is thrown on the modus operandi of 
electroshock therapy by two sets of observations. 
One relates to the reciprocal relation between de- 
pression and anxiety; the other, to the differences 
found among the effects of the new tranquilizing 
drugs. Depression, defined as a state of sadness 
with self-reproach and psychomotor inhibition, has 
been converted into anxiety by the use of shock. 
Anxiety, defined as a state of tension with fear and 
psychomotor excitation,-has been converted back 
into depression by the use of nonconvulsive electro- 
stimulation in a controlled, predictable, and re- 
peatable manner. Among the tranquilizing drugs, 
chlorpromazine and reserpine have in common the 
ability to relieve states of agitation and overactivity, 
especially manic psychoses and organic-toxic states, 
in which secondary inhibitory or disorganizing ef- 
fects upon the ego are slight or readily reversible. 
Certain other drugs can be classified into relaxant, 
ataraxic (deconfusing), and antiphobic groups 
distinct from the tranquilizing drugs. The varied 
mechanisms thus revealed enable one to assert that 
electroshock therapy relieves the secondary trau- 
matic state of the ego (panic and/or depression) 
by reducing the excitability of the nervous system, 
especially the cortex cerebri. The ego and its de- 
fenses appear strenghtened after electroshock 
therapy because its excitation threshold has been 
raised. Unconscious warning anxiety can then no 
longer overstimulate the cortical ego and thus 
frighten it into panic or paralyze it into depression 
as it did before. 
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therapy, by management of the patient and his family, 
and by a variety of rehabilitative measures—in other 
words by a totality of psychiatric therapy in which the 
physical treatment merely represents an essential 
facilitating measure, especially if the physician has 
succeeded in avoiding certain undesirable side-effects 
that might potentially aggravate specific psychological 
issues.' Shock therapy itself, therefore, does not relieve 
the primary traumatic neurosis that originally evoked 


TRAUMATIC NEUROSIS 


Fig. 1.—Relationship of trauma, anxiety, panic, and depression. + de- 
notes excitation; — denotes inhibition. 


the warning or tension anxiety (fig. 1), but it does 
interrupt the vicious cycle between the warning 
anxiety on the one hand and panic and depression on 
the other (fig. 2), thus relieving the secondary trau- 
matic state of the ego,’ i. e., the secondary traumatic 
neurosis induced by the warning anxiety itself. 

How does shock therapy accomplish this result? The 
paralysis of the ego in the form of depression, resulting 
as it does from the impact of excessive quantities of 
excitation by warning anxiety (fig. 1), has all the ear- 
marks of a paradoxical reaction in the Pavlovian sense, 
in that it appears to be a state of profound inhibition 
or paralysis induced by excessive excitation. Further- 
more, we are justified in assuming that warning anx- 
iety, which is largely unconscious and which can be 
precipitated or aggravated by an injection of epine- 
phrine, is essentially a subcortical phenomenon. Panic 
and depression, on the other hand, pervade the con- 
scious mind and cannot be precipitated or intensified 
by intravenously injected epinephrine and hence 
appear to be mediated and perceived chiefly within 
the cortex of the brain. 

Electroshock diminishes cortical excitability, and it 
appears to be for this reason that the subcortical warn- 
ing anxiety can then no longer overstimulate the 
cortical ego into panic or depression. The ego and its 
defenses appear strengthened after electroshock ther- 
apy, for the excitation threshold of the cortex has been 
raised (fig. 2). This dynamic alteration in the thresh- 
old gives the ego an opportunity to strengthen and 
regroup its defenses,* a process that can be aided by 
psychotherapy, although it often takes place spon- 
taneously after successful electroshock therapy. 

Warning or tension anxiety, while no longer dis- 
ruptive to the ego because of the latter's raised 
threshold to stimulation, can of course still be per- 
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ceived at certain stages or intensities of treatment. This 
anxiety may come even more prominently to the fore 
(fig. 2) because its presence is no longer obscured 
through its secondary paralyzing effect upon the ego, 
which in turn had an inhibitory effect upon the anxiety 
due to spread of inhibition (fig. 1). This obviously ex- 
plains the apparently reciprocal relationship between 
warning anxiety and depression that I pointed out 
earlier, based on the fact that I was able to convert 
and reconvert one into the other by specific physical 
measures.” 

The residuum of warning anxiety, conscious or un- 
conscious, that the patient is likely to be left with after 
electroshock therapy has to be dealt with in one way 
or another. Often in his improved state the patient is 
able to look at the underlying issues that aroused the 
warning anxiety in a new light, much as we all are 
able to do with minor problems after a good night's 
sleep or when we find that something we had dreaded 
did not materialize. This resurvey in turn diminishes 
the anxiety engendered by the issue. A beneficent 
cycle has been set up. A similar result can be brought 
about by follow-up psychotherapy in patients who may 
not be able to attain this strengthening and maturing 
by themselves. 

In particularly severe illnesses, massive shock ther- 
apy may be utilized to the point where not only ex- 
cessive response to, but even awareness of, warning 
anxiety is suppressed temporarily. The disadvantage 
of this last method is that the warning anxiety is merely 
suppressed and during the convalescent phase is likely 
to erupt again disturbingly and precipitate relapse. I 
prefer release and ventilation of the warning anxiety 
by the added use of nonconyulsive-stimulation treat- 
ment, which enables the therapist to deal simultane- 
OF CORTICAL 
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Fig. 2.—Effect of convulsive electroshock therapy. + denotes excitation; 
O denotes extinction. 


ously with it and the underlying issues, thus paving 
the way for subsequent psychotherapy of the primary 
traumatic conflict. 


Tranquilizing Drugs 


The action of the new tranquilizing drugs, chlor- 
promazine and reserpine, is fundamentally different 
from that of shock therapy, in that these drugs appear 
to suppress the primary, epinephrine-precipitable, sub- 
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cortical warning or tension anxiety while exerting only 
an indirect influence on the secondary cortical mani- 
festations—the traumatic state of the ego—in inverse 
proportion to the degree to which important ego func- 
tions have been disrupted in the direction of paralysis 
or inhibition by the anxiety. For this reason tranquiliz- 
ing medication, especially with chlorpromazine, is 
most effective in manic states. This may be due to the 
fact that the manic state is a condition most directly 
power-driven in the direction of excitation by epineph- 
rine-precipitable tension anxiety, as I pointed out 
elsewhere,” and in which important ego functions are 
least weakened. Conversely, for the same reason, and 
in remarkable accord with the fact that inhibitory 
cortical processes are more readily extinguishable than 
excitatory ones,° manic psychoses are least readily 
relieved by electroshock therapy, which is an extinc- 
tion type of treatment, unless the treatment is carried 
to the point of obliterating even the mere perception 
of warning or tension anxiety. Another reason for the 
superb clinical results of chlorpromazine therapy in 
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Fig. 3.—Effect of tranquilizing drug therapy. — denotes inhibition; 
O denotes extinction. 


manic patients is that manic psychoses tend to be of 
naturally short duration. Hence, if the manifestations 
of the psychosis can be suppressed for the natural dura- 
tion of the manic episode, the patient can continue to 
live a rather normal life and may even be able to keep 
on working without experiencing either the social dis- 
advantages of morbidity or the undesirable suppression 
of cortical functioning produced by electroshock. 
Depression is at the other end of the scale of effec- 
tiveness of the new tranquilizing drugs. Chlorproma- 
zine and reserpine not only are entirely ineffective in 
most cases of depression but are actually contraindi- 
cated because they may aggravate the condition. The 
reason for their ineffectiveness is obviously the fact 
that, in depression, paralysis of the ego is most pro- 
found, the ego being in an inhibitory state already. 
Inhibition of ego functions is not only not relieved but 
is actually aggravated by these drugs, because not only 
has this inhibition of ego functions become independ- 
ent of continued overstimulation of the ego by the 
warning anxiety that originally paralyzed the ego into 
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depression but, by a process of negative induction 
leading to spread of inhibition, the inhibited state of 
the ego has extended to include the original warning 
anxiety as well (fig. 1). This fact explains the recipro- 
cal relationship of anxiety and depression in contra- 
distinction to the simple vicious-cycle type of relation- 
ship that exists between warning anxiety and panic 
(fig. 1). Thus it comes about that further suppression 
of the original warning anxiety by means of drugs will 
actually deepen the existing depression (fig. 3), or it 
may even precipitate depression. Conversely, enhanc- 
ing the warning anxiety by injection of epinephrine, 
for instance, may relieve depression temporarily. 
Depression is indeed the most significant mental and 
emotional complication arising from the use of these 
tranquilizing drugs. If administration of chlorproma- 
zine, for instance, is continued too long after control 
of a manic psychosis (as occurred with three patients 
in my own experience, in whom this drug was adminis- 
tered over periods ranging from four to seven months 
in an attempt to tone down mild residual hypomanic 
states) or if reserpine is given to depression-prone 


individuals for relief of hypertension,’ these drugs 


may precipitate depression, which, however, can be 
promptly terminated by withdrawal of the drug. Gas- 
trointestinal symptoms of withdrawal of chlorproma- 
zine can be avoided by administration of Donnatal (a 
combination of hyoscyamine sulfate, atropine sulfate, 
hyoscine hydrobromide, and phenobarbital ), which is 
then rapidly withdrawn. 

The new tranquilizing drugs are less consistently 
effective in catatonic and excited schizoaffective states 
than they are in manic states. In catatonic and halluci- 
natory paranoid states I have found reserpine relative- 
ly more effective than chlorpromazine. In most other 
anxiety and panic states and in related regressive neu- 
rotic and psychotic syndromes, I have found the use 
of chlorpromazine and reserpine generally unsatisfac- 
tory from the long-range point of view, with a few 
remarkable exceptions in which patients responded 
very well. All those who did respond well were marked 
by agitation and overactivity, and these are the pa- 
tients who seem most amenable to chlorpromazine 
therapy. Reserpine, on the other hand, was useful in 
some patients in phobic states. All these patients, 
however, had one thing in common with manic pa- 
tients: while the ego boundaries had been breached 
by panic anxiety, any secondary paralysis of important 
ego functions was absent or relatively slight, the clini- 


‘cal picture being dominated by excitation. As might 


then be expected, none of the obsessive-compulsive 
patients was benefited at all, not even temporarily. 

The great variety in the response of patients with 
neurotic and borderline states to tranquilizing drugs 
may be in part explained by the fact that one of the 
more important effects of these drugs is that they 
enhance suggestibility. West * has shown that the use 
of these drugs increases the ease with which these 
patients can be hypnotized or otherwise influenced by 
suggestion. This highlights the fact that additional 
therapeutic actions and/or attitudes of the physician 
may play a decisive role. 
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Chlorpromazine is useful in relieving states of exci- 
tation in the psychoses arising from chronic alcoholism 
and in states of pathological alcoholic intoxication ° 
as well as in cases of drug addiction for relieving 
nervous-system excitation released by withdrawal of 
narcotics.*° Both chlorpromazine and reserpine are 
useful in senile psychoses. In a patient with presenile 
sclerosis (Alzheimer’s disease) with marked agitation, 
overactivity, and increased stream of talk, a remark- 
able degree of social improvement was brought about 
by administration of chlorpromazine. Chlorpromazine 
and reserpine have also been found helpful in the 
control of chronically disturbed patients in mental 
hospitals. In the majority of these patients, this method 
of control merely suppresses symptoms without bring- 
ing about actual recovery; however, physicians who 
have used large doses of reserpine in such hospital 
populations of persons with apparently chronic, in- 
curable schizophrenia have consistently reported a 
social recovery rate of 20%, so that many such patients 
are able to return home after many years of hospitali- 
zation. 


Other New Drugs 


A number of additional new drugs have become 
available that differ from the tranquilizing drugs in 
varying degrees. I should like to divide these into 
three groups: (1) relaxant drugs, (2) ataraxic (de- 
confusing) drugs, and (3) antiphobic drugs. The 
action of relaxant medication, such as that exemplified 
by the new drug meprobamate ( Miltown),"’ is similar 
to that of the tranquilizing drugs, except that its inhib- 
itory effect is less profound. This is an advantage in 
the psychoneuroses, in which marked reduction of 
drive such as that brought about by tranquilizing 
drugs is often anxiety provoking and thus tends to 
counteract the desired effect of the medication. Be- 
cause of its less profound inhibitory action, meproba- 
mate also does not tend to precipitate or aggravate 
depression, but for the same reason it is also much 
less effective in the treatment of psychotic states of 
excitement. 

Ataraxic (deconfusing) action has been described 
as the characteristic effect of Frenquel’* [a-(4- 
piperidyl) benzhydrol hydrochloride]. In contrast to 
the tranquilizing drugs, Frenquel does not depress the 
activity of the hypothalamus either clinically or in the 
electroencephalogram; it counteracts the effects of 
lysergic acid diethylamide (LSD-25) and of mesca- 
line without inducing sedation and restores the resting 
activity in the electroencephalogram after its disrup- 
tion in the form of enduring arousal by lysergic acid 
diethylamide or mescaline.** 

Antiphobic medication, as with Benactyzine (2- 
diethylaminoethy!] benzilate hydrochloride), is funda- 
mentally different from tranquilizing medication in 
that it selectively abolishes “neurotic” inhibitory avoid- 
ance responses engendered by stress without inhibiting 
the orienting response and conditional reflex re- 
sponses.'* Consistent with the conceptual scheme 
presented in this paper, this drug has proved itself in 
the hands of others ‘* as well as myself to be a mild 
antidepressant in clinical states of depression in human 
beings, of both manic-depressive and involutional 
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type. Further studies of these and related compounds 
promise to shed further light upon the neurophysio- 
logical and biochemical aspects of emotional and 
mental disorders and to aid in their treatment. 


Summary 


Electroshock therapy relieves the secondary trau- 
matic state of the ego (panic and/or depression) by 
reducing the excitability of the nervous system, espe- 
cially the cortex. Unconscious (subcortical, epineph- 
rine-precipitable ) warning anxiety can then no longer 
overstimulate the cortical ego and thus frighten it 
into panic or paralyze it into depression, as it did 
formerly along the lines of Pavlov’s paradoxical re- 
action. The ego and its defenses appear strengthened 
after electroshock therapy, because its excitation 
threshold has been raised. The new tranquilizing drugs 
(chlorpromazine and reserpine) relieve the primary, 
unconscious, subcortical, epinephrine-precipitable 
warning and tension anxiety that impels states of ex- 
citation. They are thus capable of relieving states of 
agitation and overactivity, especially manic psychoses 
and organic-toxic states, in which secondary inhibitory 
or disorganizing effects upon the ego are slight or 
readily reversible. The action of certain newer groups 
of drugs, which may be classified as relaxants (such 
as meprobamate [Miltown] ), ataraxic (deconfusing ) 
(such as Frenquel [a-(4-piperdyl) benzhydrol hydro- 
chloride]) and antiphobic (such as Benactyzine 
[2-diethylaminoethy! benzilate hydrochloride] ), is 
different from that of the tranquilizing drugs. They 
require further study of their psychophysiology and 
clinical indications. 


433 Marlborough St. (15). 
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CLINICAL NOTES 


MEASUREMENT OF BLOOD PRESSURE IN 
OBESE PERSONS 


Kenneth W. Trout, M.D. 


Charles A. Bertrand, M.D. 
and 
M. Henry Williams, M.D., Valhalla, N. Y. 


The clinical measurement of arterial biood pressure 
by the auscultatory method is known to be subject 
to error. The initial technique, introduced by Riva 
Rocci,’ using a 5-cm. cuff, was subsequently demon- 
strated to be erroneous by the investigations of Von 
Recklinghausen in 1901.7 Von Recklinghausen estab- 
lished the clinical method for measurement of blood 
pressure by showing that sufficiently accurate results 
were obtained by means of a wider cuff. He postulated 
that the cuff transmits pressure directly to the artery 
and that this is not modified by the soft tissue, pro- 
vided the soft tissue is of normal elasticity and the 
proper cuff width is employed. The standard 13-cm. 
cuff is now widely used, although falsely high blood 
pressures may be obtained in obese patients * and low 
values may be obtained using the 13-cm. cuff in chil- 
dren with small arms.‘ 

The object of this study was threefold: (1) to dem- 
onstrate the error in taking blood pressure by the 
conventional method in subjects with large arms; 
(2) to investigate the accuracy of a new forearm meth- 
od for measuring blood pressure; and (3) to explore 
the role of tissue composition as a cause of error in 
subjects with large arms. 


Method 


In the forearm method the standard 13-cm. cuff was 
placed on the forearm with its midpoint 13 cm. from 
the olecranon process, and the blood pressure was 
determined by either auscultating or palpating the 
radial artery. For comparative purposes the blood 
pressure was obtained in 100 persons, both by the 
usual method (cuff on upper arm and auscultation of 
brachial artery) and by the forearm technique. The 
circumferences of the upper and lower parts of the 
arm were determined by a tape measurement 13 cm. 
proximal and distal to the olecranon process. The pres- 
sure readings were taken in routine examination of 
100 consecutive patients and staff members of a gen- 
eral hospital. 

The brachial or radial intra-arterial pressure was 
determined in 14 additional persons. In eight persons 
there was no significant difference between the fore- 
arm and upper-arm pressure readings, and these 
served as a control group. Six patients had a marked 
discrepancy between the pressure readings at the two 
sites and comprised the second group. These six were 
originally selected because of extreme obesity. The 


From the Cardiac Clinic, Division of Internal Medicine, and the Cardio- 
Respiratory Laboratory, Grasslands Hospital. Dr. Trout is now at Hillsdale, 
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blood pressure was determined after the patient rested 
either supine or sitting comfortably with the arms 
supported until the blood pressure reached a steady 
state. The circumferences were measured as already 
described, and numerous blood pressure readings 
were taken at the two sites on both arms with a stand- 
ard width cuff with metal clips and a mercury man- 
ometer. An arterial needle was then introduced, after 
procaine hydrochloride infiltration, into the brachial 
or radial artery, and the arterial pulse was recorded 
by means of a Statham strain gauge and amplifier. At 
the same time, or immediately before and after, the 
blood pressure was determined by the cuff method 
in the same arm. 

In order to study the role of tissue elasticity, six 
normotensive subjects were chosen whose blood pres- 
sure was the same in each arm. One of the upper arms 
was loosely wrapped with cotton to a circumference 
of 45 cm. The blood pressure was then taken with the 
13-cm. cuff and the cuff progressively tightened, thus 


Simultaneous Measurements of Blood Pressure in Upper Arm 
and Forearm and Recording of Intra-Arterial Pressure 


Arm Indirect 

Body Cireumference, Blood Pressure, Direet 

Surface Cm. Mm. Hg Blood 
Case Age Area, Pressure, 
No. Yr. Sq. M. Upper Lower Upper Lower Mm. Hg 

Group 1* 
1 50 2.16 33 27 152/ 90 148/ 84 150/ 82 
2 59 1.66 31 25 188/118 182/114 184/104 
8 49 1.76 26 24 168/ 92 160/100 166/ 85 
4 42 1.76 25 23 154/ 58 140/ 54 138/ 52 
5 61 1.80 27 24 120; 78 110/ 80, 103/ 69 
6 61 2.00 82 25 126/ 78 130/ 78 117/ 61 
7 49 1.90 33 23 270/124 270/120 275/110 
& 53 2.30 39 31 150/100 136/ 96 144/ 94 
Group 2t 

9 65 2% 44 27 188/110 142/ 82 146/ 78 
10 69 2.3 38 2 190/110 146/ 94 153/ 74 
+8 61 2.30 40 29 196/116 158/100 164/ 98 
12 61 2.20 43 32 144/ 98 110/ 78 107/ 66 
13 63 2.30 48 31 200/110 150/ 90 120/ 78 
14 74 2.10 46 26 250/150 150/ 92 148/ 84 


* Eight normal! subjects who had no significant difference in blood 
pressure readings by the three methods. 

+ Six obese subjects who all had false elevation of the blood pressure 
measured in the upper arm. 


compressing the cotton. Serial blood pressure determi- 
nations were recorded in both arms, the opposite arm 
serving as a control. In six normotensive patients one 
upper arm was increased in size to 45 cm. with less 
compressible gauze wound firmly around the arm, 
and the blood pressure was again recorded simultane- 
ously in both arms. 
Results 


In 79 of 100 subjects there was a difference of 10 
mm. Hg or less in systolic pressure taken by the stand- 
ard as compared with the forearm technique. Seven- 
teen subjects showed a difference of 10 to 20 mm. Hg, 
and four subjects had a difference of over 20 mm. Hg. 
In these four subjects the upper arms were obese, the 
arm circumference ranging from 28 to 36 cm. in each 
instance, and the pressure was always higher in the 
upper arm. Six subjects had muscular arms measuring 
over 35 cm. in circumference and yet had less than 
10 mm. Hg difference between upper and forearm 
measurements. 

The table shows the results of the intra-arterial 
pressure determinations and of the pressures recorded 
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in the upper and lower arm with the sphygmoman- 
ometer in 14 subjects. In the patients with a difference 
in pressure at these two locations, the forearm pressure 
correlated closely with the intra-arterial pressure. In 
all members of this group the body surface area was 
2.1 sq. m. or above and the circumference of the upper 
arm exceeded 38 cm. In addition, the upper arms of 
these six individuals were flabby and consisted, for the 
most part, of rolls of fatty tissue. The figure indicates 
the systolic and diastolic errors (artefact) encountered 
in the normotensive subjects whose upper arms were 
increased in circumference by adding compressible 
cotton. As the arm circumference was progressively 
increased with cotton, similar systolic and diastolic 
overshoot, or artefact, occurred. When this was re- 
peated with the less compressible gauze there was 
only a negligible (5 to 8 mm. Hg) rise in pressure until 
the gauze became 15 to 20 cm. thick, at which point 
there was a 20 to 40 mm. Hg systolic error and a 20 
to 30 mm. Hg diastolic error. 


Comment 


In 1941 Ragan and Bordley * demonstrated the error 
incurred by taking the blood pressure in large arms 
with the standard 13-cm. cuff. After investigating such 
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ARM CIRCUMFERENCE - Ce ann 


Left, error in systolic pressure caused by wrapping the arm under the 
cuff with cotton. The solid line represents the mean of results obtained in 
six subjects, and the broken lines are the maximum variations recorded. 
Right, error in diastolic pressure caused by increasing the arm circumfer- 
ence with cotton. 


patients with a 20-cm. cuff, they concluded that the 
20-cm. cuff did not regularly increase the accuracy of 
the determination and was apt to give erroneously low 
reading, particularly in obese patients with actual 
hypertension. The forearm technique, herein de- 
scribed, appears to give accurate systolic and diastolic 
readings, so that it can be used when the standard 
technique reveals hypertension in obese persons with 
large flabby arms. The reasons for such falsely high 
pressure readings are not entirely clear. The patients 
in the present study in whom there was a large error 
in upper arm readings all had flabby tissue in addition 
to having large upper arm circumferences. This led to 
the study of blood pressure readings in normal sub- 
jects made artificially obese by wrapping the arm with 
cotton and gauze. It would seem, from the large error 
introduced by the cotton as opposed to the small 
error produced by the gauze, that there is a loss of 
pressure across compressible substances that may re- 
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sult in falsely high readings. The finding of compax- 
able blood pressure recordings in upper and lower 
arms in well-muscled individuals with large arm cir- 
cumferences tends to support this hypothesis. 


Summary and Conclusions 


Falsely high blood pressure readings may be ob- 
tained in people with obese upper arms. In markedly 
obese individuals, the true arterial blood pressure may 
be more accurately determined by measuring blood 
pressure in the forearm rather than in the upper arm. 
Tissue composition as well as the arm circumference 
may contribute to the erroneously high blood pres- 
sures recorded in obese subjects. 
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DIAGNOSTIC VALUE OF BULBOCAVERNOUS 
REFLEX 


Jack Lapides, M.D. 


and 
John M. Bobbitt, M.D., Ann Arbor, Mich. 


Difficulty in urination is often the first clinical mani- 
festation of a lesion of the sacral part of the spinal cord. 
No other obvious sign or symptom may be present, 
since the motor defect can be too low to involve move- 
ments of the lower extremities, and the sensory deficit, 
if present, is in the perineal region, an area where anes- 
thesia is not discovered readily by the patient. Even a 
complete physical examination might not disclose the 
lesion, since one ordinarily does not test for sensory 
deficits in the saddle area. Since obstructive uropathy 
is the usual cause for a decrease in size and force of 
stream, the patient undoubtedly would be subjected to 
a urologic investigation. Endoscopy and cystometry 
might lead to a correct diagnosis if bladder sensation 
were absent. However, if sensation were intact and only 
the motor side involved, then the diagnosis might be 
missed and an unnecessary prostatectomy performed. 

In the child, dysfunction of the sacral part of the 
spina! cord is seen most commonly with spina bifida 
and myelomeningocele, while, in the adult, trauma, 
neoplasm, and herniated intervertebral disk are the 
usual etiological factors. 

Every patient with a history of hesitancy in urina- 
tion, decrease in size and force of stream, and straining 
to void or urinary retention should be subjected to an 
examination for intactness of the sacral part of the 
spinal cord, for the motor and sensory neurones con- 
cerned with urination are situated at sacral spinal seg- 


From the departments of surgery, University of Michigan Medical School 
and Veterans Administration Hospital. 
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ments 2, 3, and 4. The integrity of the sensory com- 
ponent can be ascertained by testing the saddle area 
for reaction to pinprick. An effective method for deter- 
mining the status of the motor side involves the use of 
the Bors * modification of the bulbocavernous reflex. 
When the glans penis in the normal male or the cli- 
toris in the female is compressed firmly between thumb 
and index finger, reflex contraction of the bulbocav- 
ernosus and external sphincter ani muscles occurs. 
The shortening of the bulbocavernosus muscle is diffi- 
cult to feel, whereas tightening of the anal sphincter 
is readily perceived by placing the index finger in the 
distal portion of the anal canal or the anus. Although 
the reflex test can be done by one individual, it is best 
to have two people perform the examination: one to 
squeeze the glans penis and the other to note the con- 
traction of the anal sphineter. Occasionally the re- 
sponse is quite delicate, and one individual may not 
detect it if he is preoccupied with eliciting the reflex. 
In order to obtain a good response of the anal sphinc- 
ter, the patient must be relaxed, for the reflex contrac- 
tion will not be felt if the musculature of the pelvic 
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Diagram ostenting the components of the bulbocavernous reflex arc 
and its relationship to the innervation of the bladder. 


floor is already in a contracted state. In addition, the 
examiner should not compress the glans penis more 
frequently than once every four seconds, in order to 
allow the reflex arc an adequate recovery period. 

The bulbocavernous reflex arc is depicted in the 
figure and is composed of fibers from the pudendal 
nerve. When deep pressure is applied to the glans penis 
or clitoris, subcutaneous Pacinian corpuscles are stimu- 
lated to send sensory nerve impulses along the dorsal 
nerve of the penis or clitoris to afferent neurones situ- 
ated in the posterior root ganglions. These sensory 
neurones, in turn, stimulate (through internuncial neu- 
rones) motor neurones of the external anal sphincter 
and bulbocavernosus muscles. The motor impulses are 
transmitted along fibers of the deep perineal branch of 
the pudendal nerve. The synapses of the bulbocaver- 
nous reflex arc are situated in the sacral part of the 
spinal cord; occasionally the synapses may lie as high 
as L-5.” 
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The urology section at the University of Michigan 
Medical Center has found the bulbocavernous reflex so 
informative it has been incorporated as part of the 
routine physical studies of patients with urologic com- 
plaints. The value of the bulbocavernous reflex is dem- 
onstrated by the following two cases seen recently. 


Report of Cases 


Case 1.—A 48-year-old man was referred to the Veterans 
Hospital with the diagnosis of prostatism and acute urinary 
retention. The patient related that he had noted the onset of 
hesitancy, dysuria, and straining to void about three weeks prior 
to admission. His micturitional difficulties increased gradually in 
severity and led to complete urinary retention the day before 
hospitalization. He was admitted with an inlying urethral cathe- 
ter in place. Physical examination revealed a chronically ill- 
appearing male with multiple subcutaneous nodules. The pros- 
tate gland was normal in consistency and contour. The 
bulbocavernous reflex was absent; patchy saddle anesthesia was 
present. Cystometrography revealed a large bladder capacity 
with decreased exteroceptive and proprioceptive sensation; 
there were no uninhibited contractions, and the patient was un- 
able to void. In view of the subcutaneous nodules and evidences 
of dysfunction of the sacral part of the spinal cord, a tentative 
diagnosis of neoplasm metastatic to skin and spinal cord was 
made. Endoscopy confirmed the examiner’s suspicions by dem- 
onstrating no signs of obstructive uropathy. Subsequent studies 
disclosed bronchogenic carcinoma with extensive metastases to 
skin, bone, and the sacral part of the spinal cord. 

Case 2.—A 37-year-old male was admitted to the University 
Hospital with the complaint of intermittent low back pain 
present since 1944. Recently the pain had increased in severity 
and radiated down the right lower extremity. Physical examina- 
tion was negative, except for moderate limitation of motion in 
the lumbosacral spine and an absent ankle jerk on the right. A 
diagnosis of ruptured nucleus pulposus was made, and it was 
decided to treat the patient conservatively with traction. On the 
morning of the second day of hospitalization, the patient com- 
plained of hesitancy and difficulty in urinating. Urologic consul- 
tation was requested, and examination revealed no abnormalities 
except for.an absent bulbocavernous reflex. On the basis of this 
finding, myelograms were made immediately; these revealed a 
complete block at L-5 to S-1. An emergency laminectomy was 
performed, with the removal of the ruptured disk. Postoperative- 
ly the patient voided with ease. The bulbocavernous reflex 
response was normal within several days after operation. In this 
case the reflex was of utmost value in that it gave immediate 
objective evidence that the herniated disk was impairing the 
function of the sacral part of the spinal cord and was thus giving 
rise to urinary difficulties. 


Summary 


Bladder dysfunction is frequently the first sign of a 
lesion of the sacral part of the spinal cord. Every pa- 
tient with difficulties in micturition should be examined 
for integrity of this part of the spinal cord.:The Bors 
version of the bulbocavernous reflex has been found to 
be extremely valuable in determining abnormalities of 
the conus medullaris. 

1313 E. Ann St. (Dr. Lapides ). 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


Report to the Council 


The Council has authorized publication of the fol- 
lowing report from the Committee on Toxicology. 
H. D. Kautz, M.D., Secretary. 


The following report is a summary of the 1956 an- 
nual meeting of the Committee on Toxicology. These 
proceedings have been digested in order to bring to 
the medical profession timely reports on subjects that 
might not otherwise come to the readers’ attention. 
Certain of the more important topics considered and 
actions taken thereon by the Committee are set forth. 

BERNARD E. Coney, Secretary 
Committee on. Toxicology. 


ANNUAL MEETING OF THE COMMITTEE 
ON TOXICOLOGY 


The Committee on Toxicology held its annual méet- 
ing on March 29, 1956, at the headquarters of the 
American Medical Association, Dr. Torald Sollmann, 
Chairman, presiding. In addition to the Chairman and 
Secretary, the following members were present: Drs. 
J. M. Arena, H. B. Haag, A. J. Lehman, E. Press, and 
Mr. J. C. Ward. In addition to headquarter’s repre- 
sentatives, Drs. E. W. Constable, State Chemist, North 
Carolina; K. P. DuBois, Toxicity Laboratory, Univer- 
sity of Chicago; and W. J. Hayes and S. W. Simmons, 
United States Public Health Service, attended as 
guests of the Committee. 

Abstracted reports of some of the more important 
discussions and actions follow: 

Kerosene Poisoning.—A subcommittee on poisoning 
by kerosene was appointed to study measures for im- 
proved safety in the use of petroleum distillates. Pro- 
gress was reported on current projects to develop a 
monograph on kerosene poisoning and to promote 
precautionary labeling. Proposals for the clinical 
evaluation of various methods of treatment and labora- 
tory investigation of methods for determining amounts 
of absorbed kerosene were discussed. The Committee 
agreed to join the American Academy of Pediatrics 
and the American Public Health Association in a joint 
clinical study of the treatment of poisoning by kero- 
sene and petroleum distillate. 

Exploitation of Nonprescription Drugs.—During the 
past year, several instances potentially harmful to the 
public health, especially that of children, have oc- 
curred, Representative situations include promotion of 
« clown-shaped medicine bottle designed to attract 
children to the container, promotion of vitamin pills 
on a children’s program in a manner appealing to the 
toddler’s tastes for sweets, and distribution of aspirin 
by vending machines. Since drugs cause 20% of the 
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accidental deaths (33% in children under 5 years) 
and 22% of the suicides from nongaseous poisons, the 
Committee feels compelled to comment on these 
developments. 

Devices intended to tempt children to accept drugs 
as something other than medication can have only un- 
fortunate consequences. Medicine containers designed 
as toys tempt the very young to take freely of their 
contents. Vending machines for the automatic dispens- 
ings of aspirin, vitamins, and other nonprescription 
drugs are subject to the same censure. Such machines 
operate unattended, and children cannot be expected 
to discriminate between those that dispense gum and 
candy and those that dispense drugs. Accordingly, the 
Committee moved that it be placed on record as 
against the use of vending machines for drugs in 
public places accessible to children and others lacking 
in mature judgment. ; 

Poison: Definition and List.—The Committee has 
been repeatedly asked to define and enumerate sub- 
stances that it considers poisonous. To this end, defini- 
tions of poison presented in 11 current textbooks on 
pharmacology and medical jurisprudence submitted 
by 25 leading pharmacologists and representative legal 
definitions of 16 national and local government agen- 
cies in this country and abroad were collected and 
examined. 

There is no uniformity of legal or scientific opinion 
as to what constitutes a poison. Various laws, both 
state and national, vary widely in their definitions. 
Statutes that employ dosage values vary in their speci- 
fications from 5 grains to 5 gm. as the “destructive,” 
“deadly,” or “fatal” quantity for “(adult ) human life.” 
Those state laws not utilizing a quantitative definition 
employ vague, indefinite, and generally unsatisfactory 
terms such as “noxious,” “deleterious,” or “virulent 
poisons” to specific chemicals classed as poisons. 

Since a precise definition that would fit all circum- 
stances is not possible, the Committee felt that any 
substance that, when improperly used, may produce 
harm by chemical action should be provided with an 
appropriate precautionary label statement. Such pre- 
cautionary statements should provide warnings for 
different categories of hazards. 

A list of several hundred poisonous substances com- 
piled from legal and trade sources in this country and 
abroad is also under consideration for adoption. 

Public Education About Poisons.—A report of a con- 
ference between a Committee representative and 
school health workers in Richmond, Va., was given 
regarding means for education of the public about 
poisons. The school health workers felt that a variety 
of approaches should be used, such as poster contests 
on chemical safety and distribution of pamphlets 
similar to those given away during Fire Prevention 
Week. They felt that the 30 million school children 
could be made watchdogs for chemical safety. 

The value of radio and television programs pre- 
sented in such form as to be appealing to both chil- 
dren and parents was stressed. Local chapters of the 
American Red Cross and the Parent-Teacher Associa- 
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tion were mentioned as organizations through which 
instruction in the home hazards of chemicals could 
be emphasized. The use of the Committee’s exhibit at 
health fairs and the broadcast of its radio transcription 
on accidental poisoning over local radio stations were 
mentioned. A permanent subcommittee was appointed 
to continue this study of means for improving educa- 
tion of the public in chemical safety. 

Poison-Control Centers.—A status report on the ac- 
tivities of 13 of 17 operating centers was made to 
the Committee. Several thousand cases of poisoning 
have been compiled by the various centers, only one 
of which had been in operation more than one year. 
Although most of the centers are experiencing prob- 
lems peculiar to activities that depend on voluntary 
and part-time help, there is hope that centralizing 
some of the duties associated with compiling informa- 
tion and keeping records might ease their growing 
pains. The feasibility of establishing a central agency 
to provide information to centers and to tabulate their 
poisoning cases is presently being investigated. 


NOTICE OF CHANGE IN OPERATION 
LISTING OF TRADE NAMES EXTENDED 


The Council has extended its current policy of list- 
ing known commercial names for preparations of in- 
dividual drugs with published monographs (J.A.M.A. 
160:50 [Jan. 7] 1956) so as to provide for their par- 
enthetic inclusion in supplemental statements on addi- 
tional uses of previously evaluated drugs, which also 
are published in the New and Nonofficial Remedies 
section of the Council's column in THE JouRNAL. The 
Council also has altered its former policy respecting 
special reports on drugs and drug therapy not in- 
tended for inclusion in N.N.R. to provide for paren- 
thetic insertion of commercial names in such reports 
when the nonproprietary terminology for drugs that 
are mentioned is not considered to be generally well 
known. 

The Council will continue to list known commercial 
names at the end of N.N.R. monographs but will fol- 
low the parenthetic method for their insertion after 
the initial appearance of nonproprietary terminology 
in the texts of N.N.R. supplemental statements and, 
when considered necessary for ready identification, in 
Council reports. The changes involved will be imple- 
mented in subsequent issues of THE JouRNAL and 
annual editions of New and Nonofficial Remedies. 
The Council hopes this extension of policy for listing 
trade names will further aid physicians in the identifi- 
cation of drugs that the Council regularly describes 
under nonproprietary terminology. Trade names are 
listed as a matter of information, and the Council 
assumes no responsibility for either their suitability 
or the quality of preparations to which they are ap- 
plicable. 

As in the past, manufacturers and distributors are 
invited to inform the Council of commercial names 
applied in the United States to preparations of drugs. 


J.A.M.A., November 3, 1956 


NEW AND NONOFFICIAL REMEDIES 
Monographs and supplemental statements on drugs 


described here and in subsequent editions of New and § 


Nonofficial Remedies are based on the evaluation of 
available scientific data and reports of investigations. 
Applicable commercial names for preparations of 
evaluated drugs are listed at the end of monographs 
and parenthetically in the text of supplemental state- 
ments; additional commercial names of which the 
Council is informed will be included with subsequent- 
ly published supplemental statements and annual edi- 
tions of New and Nonofficial Remedies. 


H. D. Kautz, M.D., Secretary. 


Monobenzone.—p-Benzyloxyphenol.—Monoben- 


zyl ether of hydroquinone.—The structural formula of | 


monobenzone may be represented as follows: 


Actions and Uses.—Monobenzone is a melanin-pig- 
ment-inhibiting agent. The depigmenting action of the 
agent was discovered accidentally when it was observed 
that the hands of certain workers who used rubber 
gloves in which it was incorporated as an antioxidant 
developed areas of hypopigmentation. Monobenzone 
produces this effect by interfering with the formation 
of the pigment melanin. It is believed that the drug 
inhibits the enzyme tyrosinase, thus blocking the 
oxidation of tyrosine to dihydroxyphenylalanine, a 
precursor of melanin. It does not destroy or inhibit 
melanocytes; therefore, depigmentation is temporary 
and reversible. 

Monobenzone has been used for the treatment of 
various conditions that produce hyperpigmentation 
caused by formation of melanin. These include gen- 
eralized lentigo, severe freckling, hyperpigmentation 
due to photosensitization, and the melasma (chloasma) 
of pregnancy and adrenocortical hypofunction ( Addi- 
son’s disease). In certain patients with these condi- 
tions, the drug may be expected to produce a gradual 
decrease in skin pigmentation. Successful treatment 
apparently depends on several factors, such as fre- 
quency of application, concentration of the drug, and 
individual variation in susceptibility. Not all patients 
experience equally satisfactory cosmetic results; some 
are completely resistant to the agent. Since the action 
of the drug depends on the inhibition of new melanin 
formation, it follows that depigmentation of the skin 
will not become apparent until the preformed pigment 
has been exhausted. The speed with which this is 
accomplished is variable; generally periods of several 
weeks or months are required. Since exposure to the 
ultraviolet rays of sunlight accelerates melanin forma- 
tion under any circumstances, it is advisable to avoid 
excessive exposure to the sun or to employ one of the 


topical sun-shading agents when using monobenzone. 


Depigmentation usually persists for a considerable 
period after cessation of therapy; however, the drug 
does not permanently eradicate or cure hyperpigmen- 
tation. Thus, modified therapy must be continued in- 
definitely for continued cosmetic results. The agent 
is not indicated for mild to moderate freckling, since 
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these lesions are usually seasonal and will fade spon- 
taneously during the winter months. It has not proved 
of value in the treatment of café au lait spots, pigment- 
ed nevi, or melanoma. 

Dermal irritation occurs in a substantial percentage 
of patients using this drug. This can range in severity 
from mild erythema to dermatitis. In some patients, 
this irritant effect is temporary and does not necessitate 
discontinuation of therapy; in others, an eczematous 
sensitization to the drug can occur. Although this is 
not so frequent as simple irritation, physicians pre- 
scribing this agent should warn patients about the 
possible occurrence of skin manifestations. The drug 
can also produce an excessive, and unsightly, loss of 
pigmentation in some patients or a patchy, uneven 
area of depigmentation that may extend beyond the 
areas desired. There is no evidence of systemic toxic 
effects from its external use. Although monobenzone 
appears to be promising as a skin depigmenting agent, 
further study is necessary to determine its ultimate 
usefulness and safety. 

Dosage.—Monobenzone is applied topically to the 
skin as a 20% ointment or a 5% lotion. The latter 
preparation is intended for patients who have evi- 
denced dermal intolerance to the more concentrated 
ointment. Experienced dermatologists indicate that the 
incidence of skin reactions can be further reduced if 
the 20% ointment is diluted to 10% concentration. 
Regardless of concentration, all preparations are ap- 
plied to the areas of hyperpigmentation two or three 
times daily until the desired degree of depigmentation 
is obtained. In general, the lower the concentration of 
monobenzone, the longer will be the period of time 
required to achieve this result. All therapy should be 
discontinued if no results are apparent after 4 months. 
After successful depigmentation, the application of 
the drug twice weekly may be sufficient for mainte- 
nance therapy. 


Applicable commercial name: Benoquin. 
Paul B. Elder Company cooperated by furnishing scientific data to aid 
in the evaluation of monobenzone. 


Glutethimide.—2-Ethy] -2-phenylglutarimide. —The 
structural formula of glutethimide may be represented 
as follows: 


Actions and Uses.—Glutethimide, a central nervous 
system depressant, is used as a hypnotic and sedative. 
lt produces alterations in the electroencephalographic 
pattern similar to those observed after administration 
of chloral hydrate or barbiturates. The onset of action 
begins about half an hour after administration of hyp- 
notic doses and generally lasts from 4 to 8 hours. Thus, 
the drug is similar in onset and duration of action to 
the short-acting barbiturates such as pentobarbital 
sodium, Little is known about its metabolic fate. 

Glutethimide is reported to be useful for the induc- 
tion of sleep in patients with simple and nervous in- 
somnia. Since it is short-acting, it may also be admin- 
istered to patients who waken during the night. In 
general, the incidence of hangover is low; however, if 
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the drug is administered during the night, some resid- 
ual depression may persist. It is not effective alone as 
a hypnotic in the presence of pain or in patients who 
are extremely disturbed. On the basis of currently 
available evidence, it would appear that glutethimide 
is about as effective a hypnotic as the usually employed 
short-acting barbiturates but that it possesses no par- 
ticular advantage over the latter except in patients 
who cannot tolerate barbituric acid derivatives. 

Glutethimide also has been employed as a preopera- 
tive sedative and as a daytime sedative in patients 
with anxiety-tension states. The evidence available to 
date, however, is not sufficient to permit a definite con- 
clusion regarding its ultimate usefulness for these 
purposes. 

After administration of therapeutic doses, the prin- 
cipal side-effects reported to date have included skin 
rash, infrequently, and nausea; the latter condition is 
usually not severe enough to necessitate discontinua- 
tion of medication. Acute toxic effects resulting from 
accidental or deliberate overdosage are similar to 
those of all hypnotic drugs, and treatment of such in- 
toxication should follow the same general scheme as 
for barbiturate poisoning. It is not known whether the 
drug possesses addicting potentialities, but, on the 
basis of present knowledge, this appears unlikely. 
Nevertheless, in the absence of sufficient evidence on 
the effects of repeated use of glutethimide in man or 
experimental animals, its long-term clinical use should 
be approached cautiously. 

Dosage.—Glutethimide is administered orally. The 
usual hypnotic dose for adults is 0.5 gm. at bedtime. 
This may be repeated once during the night but not 
less than 4 hours before arising. For daytime sedation, 
doses of 0.25 gm. three times daily, after meals, have 
been employed. Doses of 0.5 gm. the night before sur- 
gery and 0.5 to 1 gm. one hour before anesthetization 
have been used for preoperative sedation. Dosage for 
children for all indications is reduced proportionately. 

Applicable commercial name: Doriden. 


Ciba Pharmaceutical Products, Inc., cooperated by furnishing scientific 
data to aid in the evaluation of glutethimide. 


Changing the Face by Plastic Surgery.—During the past few 
years, the writer has seen several women patients going into 
psychotherapy who had undergone plastic operations upon their 
faces. Besides their pre-operational complaints of bodily inferi- 
ority, they complained after operation about a certain grief and 
loss and withdrawal from company, a feeling of depersonaliza- 
tion which they could not verbalize well, but which gradually 
became clearer after further psychological exploration. Personal 


’ experience with cases of this kind has shown so many similar 


elements that when, in clinic or consultation, a patient comes for 
psychotherapy after plastic surgery, the writer can almost predict 
this schizophrenia-like syndrome. The inner motivations of the 
patients may differ. The mental complaints may be part of a 
deeper schizoid withdrawal, or they may not belong to such a 
deeply-involved mental process, yet, the reaction to the operation 
is increased withdrawal. . . . The unrealistic expectation of what 
can be accomplished through plastic surgery is related chiefly 
to the patient’s fantasies that people will change magically in 
reaction to the new face, and this again is rooted in feelings of 
rejection. After the operation, as a rule, an initially hidden de- 
pression comes to the fore from its concealment behind an 
artificial joy over acquiring a new face.—J. A. M. Meerloo, M.D., 
The Fate of One’s Face, The Psychiatric Quarterly, January, 
1956. 
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PROGRESS REPORT OF AMERICAN 
DIABETES ASSOCIATION ON ORALLY 
EFFECTIVE HYPOGLYCEMIC 
SULFONYLUREAS 


GUEST EDITORIAL 
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and 

Henry T. Ricketts, M.D. 


Almost a year has elapsed since the beginning of 
the current revival of interest in the sulfonylureas as 
hypoglycemic agents. The first announcements, made 
in the German medical press in October, 1955,’ were 
quickly relayed to other countries, including Canada 
and the United States. Intensive study is being con- 
ducted here and the sale of the drugs is being post- 
poned pending substantial proof of safety in prolonged 
use, mechanisms of action, and clear indications for 
therapy. Two pharmaceutical firms are supplying 
their products, now known as carbutamide (BZ-55) 
and tolbutamide (Orinase, U-2043), to clinical in- 


Members, American Diabetes Association Informational Committee on 
Antidiabetic Compounds (Chairman, Dr. Colwell). 

1. (a) Franke, H., and Fuchs, J.: Ein neues antidiabetisches Prinzip: 
Ergebnisse klinische Untersuchungen, Deutsche med. Wchschr. 80: 1449- 
1452 (Oct. 7) 1955. (b) Achelis, J. D., and Hardebeck, K.: Ober eine 
neue blutzuckersenkende Substanz; Vorlaufige Mitteilung, ibid. 80: 1452- 
1455 (Oct. 7) 1955. (c) Bertram, F.; Bendfeldt, E., and Otto, H.: Ober 
ein wirksames perorales Antidiabeticum (BZ-55), ibid. 80: 1455-1460 
(Oct. 7) 1955. 

2. (a) Baender, A., and others: Ober die orale Behandlung des 
Diabetes mellitus mit N-[4-methyl-benzolsulfonyl]-N’-butyl-Harnstoff 
(D860): Klinische und experimentelle Untersuchungen, Deutsche med. 
Wehschr. 81: 823-846 (May 25) 1956; ibid. 81: 887-906 (June 1) 
1956. (b) BZ-55 (Carbutamide): Experimental and Clinical Studies of 
an Oral Antidiabetic Agent, Canad. M. A. J. 74: 957-998 (June 15) 
1956. (c) Symposium on the Sulfonylureas in Diabetes Mellitus, edited by 
Levine and Duncan, Metabolism 5: 721 (Nov., pt. 1) 1956. (d) Report 
of Third Lilly Conference on Carbutamide, Indianapolis, Sept. 13-14, 
1956, Diabetes, to be published. 


J.A.M.A., November 3, 1956 


vestigators who are observing their action in many 
laboratories and in several thousand diabetic subjects. 


Three conferences have been held during 1956 (two 
in Indianapolis and one in Kalamazoo) in which lead- 
ing researchers in the United States and Canada have 
reported current data and debated their significance. 
Symposiums on the subject have been or will be 
published in current issues of several medical journals.’ 
The intensity and caution with which the develop- 
mental work has been conducted here can well serve 
as a model for products of this nature. It is reminiscent 
of the care with which insulin itself was studied before 
general release. The evidence in support of current 
concepts concerning mechanisms of action and clinical 
use of these compounds cannot be reviewed in a brief 
editorial report such as this. Interested readers are 
referred to the mass of data already or soon to be 
reported.” 

The compounds do not appear to increase utiliza- 
tion of glucose by the peripheral tissues. Early sug- 
gestions that the liver might be the major site of action 
have not received convincing support, although the 
output of glucose from the intact organ does seem 
to be reduced. With larger than therapeutic doses, 
thyroid hyperplasia results from chronic use of car- 
butamide in animals and radioiodine uptake is reduced 
in man, but these appear to be side-effects, as with 
thiourea compounds. There seem to be no measurable 
effects of the new drugs on anterior pituitary or adreno- 
cortical function. 


At present the best estimate as to the site of action 
points to the pancreas. The early German studies sug- 
gesting alpha-cell destruction with inhibition of glu- 
cagon production have not been confirmed. On the 
other hand, an effect dependent on the presence of 
beta cells is strongly suggested by almost uniform lack 
of response to the drugs in alloxanized subjects 
and those who have undergone total pancreatectomy 
and in “total” spontaneous diabetes, especially in juve- 
niles. An effect on beta cells to cause release of insulin 
is indicated by studies on direct pancreatic perfusion, 
cross circulation, and islet size, but the fact that cer- 
tain physiological actions of the compounds are unlike 
those of insulin casts some doubt upon this hypothesis. 
Insulin itself inhibits ketosis, enhances the peripheral 
utilization of glucose, increases the glycogen content 
of muscle, and raises the blood pyruvate level. At the 
moment it is not clear whether sulfonylurea action is 
accompanied by such criteria of insulin effects.** Data 
of different investigators are conflicting on this point. 
This may be due to the manner by which the drugs 
affect insulin secretion, or possibly we are dealing 
with the release of hypoglycemic agents other than 
insulin. 
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Therapeutically the compounds reduce hypergly- 
cemia and glycosuria in many persons with mild and 
early diabetes. They are virtually ineffective in severe 
forms of the disorder where insulin-dependence is mani- 
fest. The diabetics likely to respond best are those 
who need insulin the least, as a rule. For this reason 
they may be the very same patients who should 
restrict food intake, lose weight, and conserve natural 
islet function, and not receive help from drugs. There 
are hints that beta-cell exhaustion may follow long- 
continued use of the drugs—an additional reason for 
the utmost caution in their wide application. 


Toxic reactions to carbutamide seem to be on the 
order of those seen with other sulfonamide compounds. 
A recent survey shows severe hematological, hepatic, 
and generalized allergic reactions in about 2% of some 
7,000 patients and milder side-effects, such as skin 
rashes and gastrointestinal symptoms, in an additional 
3%.** In another study the incidence of side-effects in 
279 cases was about 9%.** There have been a number 
of fatalities.** No similar objective data are available 
yet on tolbutamide. Maintenance dosages of about 1 
gm. daily and blood levels in the range of 10 to 15 
mg. per 100 ml. appear to be effective and safe in most 
instances, but it must be borne in mind that allergic 
reactions may occur with much smaller amounts. 

The usefulness of these drugs probably will be 
limited to those diabetics who do not really need 
insulin. In some cases these drugs will be useful, also, 
to those who refuse to take insulin, who are allergic to 
it, or who should not take it because of occupational 
hazards. 


THE PHYSICIAN AND DISASTER 


Recent natural disasters occurring in the United 
States and abroad once again serve as a reminder to 
the practicing physician of his responsibilities to the 
community, over and above the immediate care of his 
patients. After floods, hurricanes, tornadoes, fires, and 
lightning and vehicular accidents, the public, besieged 
with reports of what has been done to bring calm out 
of chaos, is rarely told how to prepare for similar fu- 
ture calamities. At an even later date, the medical 
journals come forth with preventive medical programs 
for the protection of food supplies, sanitation pro- 
cedures, and evacuation techniques based on past 
experience, but mainly directed at the public health 
facilities of an area. 

What of the private practitioner? Where does he 
find out what to do when the next disaster strikes? 
Nothing in the medical literature or in the wealth of 
civil defense material can make him part of a planned 
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disaster service team while he is sitting in his office 
or making home and hospital calls. Also rare is the 
medical society whose disaster plan is so complete that 
members not only know their duties but have even 
had trial or practical examples. 


Much of the so-called medical unpreparedness has 
been blamed on lethargy and disinterest, along with 
multitudes of other excuses. The situation is analogous 
to the disease that has many purported cures—no one 
really knows the answer. Today’s community physician 
would gladly give of his time and effort if he only knew 
when, where, and how his particular services were 
actually needed. It cannot be called unusual that many 
a well-intentioned physician has voluntarily proceeded, 
or has been directed, to some disaster scene only to 
find the situation completely under control and half a 
dozen more of his colleagues standing around knowing 
they were not needed but unable to leave due to con- 
ceivable public reaction, or the remote possibility of 
their services being required at a iater time. 


What appears to be necessary in the event of most 
natural disasters is a type of medical aid program 
planned and sponsored by the local medical society. 
This should be based on a particular community's 
needs and fully coordinated with local health, police, 
and other disaster officials. As only one example, a 
society forms a panel of four or more physicians who 
would usually be available when the need arose. If 
and when medical aid is called for, the number-one 
physician on the roster will be contacted (or number 
two if the first cannot be reached ) and escorted to the 
disaster scene. This physician then would assume the 
responsibility of requesting and securing additional 
selected medical personnel if actually required or 
alerting hospitals and other medical care facilities to 
have medical aid waiting for casualties to arrive. Much 
better care can be afforded patients where proper 
equipment exists and where no one hospital receives 
more than it can properly handle. An example of an- 
other type of program is given on page 985 of this 
issue. 

Naturally there are many ways to obtain the same 
successful medical disaster plan, but it appears that to 
achieve any result the leadership must be in the hands 
of those who are actually to perform the service. Of 
course, cooperation between adjacent communities 
will have to be organized, but this should be secondary 
to taking care of one’s own. Integrating a locally de- 
vised, practical disaster plan with state and national 
civil defense would perhaps be more workable than 
directing the medical profession “from above” without 
regard to cultural patterns and existing resources. A 
compendium of the best local ideas could then be 
adapted to a nationwide plan. 
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ORGANIZATION SECTION 


REPORT OF JOINT COMMISSION ON 
ACCREDITATION OF HOSPITALS 


The August, 1956, bulletin of the Joint Commission 
on Accreditation of Hospitals (660 N. Rush St., Chi- 
cago; Kenneth B. Babcock, M.D., director) is repro- 
duced below for the information it contains that will 
be of interest to many physicians.—Ep. 


A meeting of the Board of Commissioners of the 
Joint Commission on Accreditation of Hospitals was 
held on July 28, 1956 in Chicago. Raymond Peterson, 
M.D. was welcomed as a new Commissioner. Dr. 
Peterson represents the American Medical Association 
and was appointed to serve the unexpired term of the 
late Rolland J. Whitacre, M.D. 


“Stover” Report 


The Commissioners representing the American 
Medical Association presented the report of the Com- 
mittee of the American Medical Association House of 
Delegates to Review the Functions of the Joint Com- 
mission on Accreditation of Hospitals. This report was 
approved by the House of Delegates in June, 1956. 


CONCLUSIONS OF THE COMMITTEE 


1. Accreditation of hospitals should be continued. 


2. The Joint Commission should maintain its present organiza- 
tional representation. 


3. The Board of Trustees should report annually to the House 
of Delegates on the activities of the Joint Commission. 


4. Physicians should be on the administrative bodies of hos- 
pitals. 


The Board of Commissioners reviewed the report 
carefully and expressed on record that Wendell C. 
Stover, M.D., Chairman, and his committee had con- 
ducted an objective study of the functions of the Com- 
mission and that the report of their findings was 
judicious and statesmen-like. 

Because we would like to share this excellent and 
important report with you, a copy is enclosed. It is 
complete except for a reproduction of the “Standards 
for Hospital Accreditation”, the names of the Com- 
missioners, and the corporate structure of the Com- 
mission which were included in the original report. 
The reference committee of the Council on Medical 
Education and Hospitals of the American Medical 
Association added a single recommendation urging 
the Commission to study “the problem of the exclusion 
from hospitals and arbitrary limitation of the hospital 
privileges of the general practitioner” and to seek 
methods whereby hospital privileges can be deter- 
mined and granted “on the basis of professional quali- 
fications and demonstrated ability.” 

In order to understand the actions of the Board of 
Commissioners, we urge that you read the “Stover” 
report first. We would also like to solicit your help in 
extending this information as widely as possible by 
sharing this Bulletin with your staff and associates. 


ACTIONS OF THE BOARD OF COMMISSIONERS 
1. Agreement. 


2. Agreement. ° 
3. No action by the Board of Commissioners indicated. 


4. Very close liaison between the medical staff and the govern- 
ing board of a hospital must be maintained. The method 
used to accomplish this should be determined locally. 

By way of explanation, the Commissioners think that the 
composition of the governing board of a hospital should be 
determined at the local level and that the Commission should 
not specifically state whether physicians should or should 
not be members. From its inception, the Commission 
through its publications has stated that in accredited hospi- 
tals close liaison between the medical staff and the govern- 
ing board is essential. To assure good quality patient care, 
good working relationships are vital. However, the selection 
of the most effective way to accomplish this goal in the 
individual hospital can best be determined locally. 
We call your attention to the recommendations made in June, 
1953 by the Joint Committee of the Boards of Trustees of 
the American Medical Association and the American Hospi- 
tal Association on Hospital-Physician Relationships. We 
quote as follows— 
“The general purpose of hospitals and physicians is to 
aid each other in the delivery of the best possible medical 
care to patients. To attain such a purpose requires full 
cooperation among medical staffs, governing boards and 
administrative heads of hospitals. One important method 
of attaining this objective is that duly designated repre- 
sentatives of the medical staff shall have full and direct 
access to the governing board with due consideration to 
the position of the administrator as chief executive offi- 
cer of the hospital. The various methods by which the 
medical staft may have access to the hospital governing 
board follow. These methods are not listed in the order 
of their desirability, and there may be other acceptable 
liaison plans developed depending upon local conditions. 
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5. General practice sections in hospitals should be encouraged. 


6. Staff meetings required by the Joint Commission are accept- 


10. 


Il. 


12. 
13. 


14, 


15. 


able, but attendance requirements should be set up locally 
and not by the Commission. 


. The Joint Commission should not concern itself with the 


number of hospital staffs to which a physician may belong. 


. The Joint Commission is not and should not be punitive. 
. The Joint Commission should publicize the method of appeal 


to hospitals that fail to receive accreditation. 


Reports on surveys should be sent to both administrator and 
chief of staff of hospitals. 


Surveyors should be directly employed and supervised by 
the Joint Commission. 


Surveyors should work with both administrator and staff. 
New surveyors should receive better indoctrination. 
Blue Cross and other associations should be requested not to 


suspend full benefits to nonaccredited hospitals until those 
so requesting have been inspected. 


The American Medical Association should conduct an edu- 
cational campaign for doctors relative to the functions and 
operations of the Joint Commission. 


10. 


11. 


12. 
13. 


14. 


15. 
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a. The executive committee of the medical staff and a 
committee of the governing board with the hospital 
administrator can serve as a joint committee. 


b. Representatives of the medical staff can serve as mem- 
bers of the medical staff committee of the governing 
board with the hospital administrator. 


c. Representatives elected by the medical staff can at- 
tend meetings of the hospital governing board. 


d. Members of the medical staff can be members of the 
hospital governing board.” 


To repeat, the Standards for Hospital Accreditation state 
that the “governing body . . . should . . . establish a formal 
means of liaison with the medical staff preferably by a joint 
conference committee” (a or b above); however any one or 
combination of the above methods that prove effective are 
acceptable. 


. The present policy of the Commission with respect to gen- 


eral practice sections should be continued, that the deci- 
sion as to the establishment of a general practice depart- 
ment should be made by the local medical staff. 


. Referred to a committee for study; a repert and recommen- 


dations to be submitted at the next meeting of the Board of 
Commissioners to be held in December, 1956. : 
Since this Conclusion constitutes a change in the Standards, 
the established procedure for changing standards was fol- 
lowed. In April, 1954, the Commissioners voted that the 
following procedure for changing the Standards for Hospital 
Accreditation be adopted: 


“Any proposal for a change, addition or deletion in the 
Standards for Hospital Accreditation of the Joint Commis- 
sion on Accreditation of Hospitals shall be presented and 
discussed at a regular meeting of the Board of Commis- 
sioners, A committee shall then be appointed to submit 
recommendations at the next regular meeting of the Board 
of Commissioners. If agreement to the proposed change 
is unanimous among those present and voting, the proposal . 
will be adopted. If there is one or more dissenting votes, 
action will be deferred until the next meeting of the Board, 
at which time a majority vote will be decisive.” 


. The Standards for Hospital Accreditation do not restrict 


multiple staff appointments. 


. Agreement. 


. In the event a hospital is not accredited following a survey, 


the process of appeal will be explained in the letter notify- 
ing the hospital that it has not been accredited. 

The original Bylaws of the Joint Commission on Accredita- 
tion of Hospitals in Article III, Section 8 provide for such 
hearings. A copy of the Bylaws was distributed with the first 
issue of the Bulletin of the Commission in November, 1952. 


Copies of the covering letter and recommendations sent to 
the administrator following a survey will also be sent to the 
chief or president of the medical staff and the president of 
the governing board. 


There is no objection in principle that surveyors could be 
directly employed and supervised by the Commission. 
Whether or not this is done is a decision for each member 
organization of the Commission to make. 

Agreement. 


The orientation program for surveyors is being steadily 
strengthened. 


Pertains to individual Blue Cross Plans and cannot be acted 
upon by the Joint Commission on Accreditation of Hospitals. 


No action. 
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16. The Committee also suggests that the American Medical 
Association and the American Hospital Association encourage 
educational meetings for hospital boards of trustees and 
administrators either on a state or national level to acquaint 
these bodies with the functions of accreditation. 


17. This Committee asks to be discharged upon submission of 
this report to the House of Delegates. 


Change in Published List of Accredited Hospitals 


In publishing the annual list of accredited hospitals, 
the practice has been to separate the fully accredited 
and provisionally accredited hospitals. These designa- 
tions have been used for many years and the attitude 
has developed that provisional accreditation implies a 
secondary type of accreditation. This attitude is 
incorrect. The Commission has interpreted provisional 
accreditation to mean that a hospital meets the Stand- 
ards for Accreditation to a degree that recognition 
should be given and that the potentialities for full 
accreditation exist. To avoid perpetuating a misunder- 
standing, hospitals will now be accredited for one year 
or for three years. In the annual published list no dis- 
tinction will be made between hospitals accredited for 
three years and those accredited for one year. 

Except for the publication of the annual list, there 
are no other changes in policy or administrative pro- 
cedure. Accreditation for three years applies to those 
hospitals now fully accredited and accreditation for 
one year applies to those now provisionally accredited. 
Following a survey, the hospital will be informed of 
the period of time for which it is accredited. Those 
accredited’ for one year will be visited the following 
year. If on the second successive survey the hospital 
is again accredited for one year, it will be notified 
that following the third survey it must have improved 
patient care to warrant three year accreditation or be 
reduced to non-accreditation. 

Certificates of Accreditation will be issued only to 
those hospitals accredited for three years. 


Accreditation of Psychiatric Hospitals 


The Board of Commissioners considered the pro- 
gram of accreditation of psychiatric hospitals. Daniel 
Blain, M.D., Medical Director, American Psychiatric 
Association, and Raymond W. Waggoner, M.D., Mem- 
ber, Central Inspection Board of the American Psy- 
chiatric Association, were invited to participate in the 
discussion. It was decided that a committee of the 
Board of Commissioners would request a meeting with 
representatives of the American Psychiatric Associa- 
tion to discuss the program further and submit a re- 
port at the next meeting of the Board of Commis- 
sioners. 


PUBLICATIONS ON INDUSTRIAL HEALTH 
AVAILABLE 


The Council on Industrial Health, American Medical 
Association, 535 N. Dearborn St., Chicago 10, an- 
nounces the availability of two publications. “Absence 
from Work Due to Non-Occupational Illness and In- 
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16. No action. 
Although it is inappropriate for the Commission to take ac- 
tion on Conclusions 15 and 16, the Commission will actively 
support the member organizations in accomplishing these 
objectives. 


17. No action. 


jury” has been taken from the proceedings of the 
session on work absence of the Annual Congress on 
Industrial Health held in January, 1956. The publica- 
tion is the work of the Committee on Medical Care for 
Industrial Workers, a joint committee of the Council 
on Industrial Health and the Council on Medical Serv- 
ice of the American Medical Association. It contains the 
statements of 22 representatives of the medical profes- 
sion, management, and labor who participated in panel 
discussions entitled: “Where Are We?” “What Are We 
Doing?” “What Can We Do?” and “How Can We Make 
Better Use of Records?” Single copies are available 
without charge from the Committee on Medical Care 
for Industrial Workers. Additional copies are 50 cents 
each through the Order Department of the American 
Medical Association. 

“Guiding Principles of Medical Examinations in In- 
dustry” has been reprinted from THE JourRNAL, July 7, 
1956. Single copies will be furnished without charge by 
the Council on Industrial Health. Requests for multiple 


_ copies should be addressed to the Order Department, 


American Medical Association. Purchase orders or 
checks with orders will facilitate handling. The price 
scale is as follows: 2 to 25 copies, 6 cents each; 26 to 
50 copies, 5% cents each; 51 to 100 copies, 5 cents each; 
101 to 200 copies, 4% cents each; additional hundreds 
up to 1,000, $4.40 per hundred; and additional thou- 
sands, $44 per thousand. 


FIRST FILM IN “MEDICINE AND 
THE LAW” SERIES 


The role of the medical expert witness is the theme 
of the first of a film series on medicine and the law 
being produced by the Wm. S. Merrell Company of 
Cincinnati in cooperation with the American Medical 
Association and the American Bar Association. En- 
titled “The Medical Witness,” this 30-minute film illus- 
trates what doctors should and should not do when 
testifying in court. Its primary purpose is to teach doc- 
tors and lawyers how to present cases requiring expert 
medical testimony thoroughly and accurately so that a 
just decision can be made. C. Joseph Stetler, Director 
of the A. M. A. Law Department, stated that the need 
for educating doctors in courtroom technique is borne 
out by the fact that between 60 and 85% of all court 
cases involve medical testimony and require physicians 
as witnesses. The Law Department is assisting in the 
supervision of the filming of the series. This motion 
picture will be premiered Tuesday, Nov. 27, at the 
A. M. A. Clinical Session in Seattle. Prints will be 
available for showings at. state and county medical 
society meetings through the A. M. A. Film Library 
after Dec. 15. 
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COUNCIL ON MEDICAL SERVICE 


4 STUDY OF MATERNAL MORTALITY 
COMMITTEES 


This is part 4 of a series of articles by the Commit- 
tee on Maternal and Child Care of the Council on 
Medical Service reviewing the organization and opera- 
tion of maternal mortality study committees. The pur- 
pose of this specific study is to obtain information that 
may be utilized in the preparation of guides and, in 
turn, may be helpful in the development and operation 
of maternal mortality committees in other areas of the 
United States. The descriptive material to follow is 
concerned with the Maternal Welfare Committee of 
the Illinois State Medical Society. 


Downstate Illinois Maternal Mortality Study 


HistoryThe Maternal Welfare Committee of the 
Illinois State Medical Society is a long-established 
committee that has continuously promoted improve- 
ments in maternity care. Some of its early work in- 
cluded publication of pamphlets, such as “Advice to 
Expectant Mothers” and “What Price Abortions?” 
which were distributed widely by the committee under 
the seal of the Illinois State Medical Society. In 
addition to these early efforts toward improving lay 
education, the committee, in cooperation with the 
Illinois Department of Public Health and the depart- 
ments of obstetrics and gynecology of the University 
of Illinois and the other medical colleges, participated 
in postgraduate professional education for improving 
maternity care throughout the state. The educational 
program consisted of lectures to county medical so- 
cieties by speakers from the various universities and 
from the committee. A visual education program was 
developed at the University of Illinois to which its 
department of obstetrics and gynecology contributed 
space and facilities and the part-time services of its 
department personnel. This program involved the an- 
nual production of an exhibit to be shown first as a 


part of the scientific exhibit of the state medical society - 


and secondly at the annual meeting of the American 
Medical Association. The exhibits were then returned 
to the university for use in undergraduate and post- 
graduate teaching. 

The exhibits were demonstrated personally through- 
out the meetings by the professor of obstetrics, who 
was thus available for consultation to physicians at- 
tending the meetings. The exhibits were photographed, 
and lantern slides were made for use in undergraduate 
teaching at the university and in county medical so- 
ciety meetings. Twenty-four such exhibits have been 
produced, covering practically all phases of obstetrics. 
Photographs of the exhibit material, mounted on five 
5-by-5-ft. panels, have been circulated to hospitals 
in the downstate area for study by physicians, nurses, 
and house staffs. Refresher courses were offered at 
the university during the summer months, and lectures 
vere given by members of the four university medical 
schools as well as clinical demonstrations by the staff 
of the University of Illinois. 


One of the valued programs in Illinois, developed by 
the Illinois Department of Public Health with the as- 
sistance of the department of obstetrics and gyne- 
cology of the University of Illinois and approved by 
the Illinois State Medical Society and the U. S. Chil- 
dren’s Bureau, has been the inspection and licensing 
of hospitals. All hospitals giving maternity service 
are required by statute to be licensed and must comply 
with the regulations that were initially established by 
the passage of the Maternity Hospital Licensing Act 
of June 24, 1915. In the latest revision of this act, on 
July 1, 1953, the required regulations became a part 
of a General Hospital Licensing Act, administered by 
the Bureau of Hospitals. Among the requirements are 
acceptable records; for example, each hospital must 
submit to the Bureau of Hospitals a monthly report 
that shows the number of mothers and infants cared 
for, the types of delivery, operative procedures em- 
ployed, the incidence and types of complications en- 
countered, the frequency of abortions and ectopic 
gestation, and the number and causes of stillbirths and 
neonatal and maternal deaths. All hospitals at the 
end of each year are sent copies of their cumulative 
individual tabulations with those of their birth group 
and the entire state average. Much information of 
interest to the obstetric specialty is found in these 
statistical reports, and many hospitals make use of 
these data in their staff discussions and medical audit. 

As early as 1937, the Maternal Welfare Committee 
recommended to the state medical society the appoint- 
ment of county maternal and child health committees 
to study all maternal, infant, and fetal deaths occurring 
in their counties. In 1947, a program was prepared by 
the Division of Maternal and Child Health of the 
state health department and presented to the Maternal 
Welfare Committee and to the council of the state 
medical society. This program called for a thorough 
analysis of each death associated with gestation occur- 
ring in the hospitals outside of Chicago; it was ap- 
proved by the committee and the state society and 
went into operation in January, 1948. (This maternal 
death study was exclusive of Chicago, where the sub- 
committee on maternal mortality of the Joint Maternal 
Welfare Committee of Cook County has been actively 
engaged in such a study since 1938.) Although im- 
provements had been made in the maternal death rate 
in Illinois prior to 1948, information concerning ma- 
ternal deaths was limited to that given on death cer- 
tificates. It was believed that greater progress could 
be made in maternal care by differentiating each ma- 
ternal death as to obstetric and nonobstetric causes; 
through a thorough appraisal of prenatal care; and by 
a determination of sequence of symptoms, thorough- 
ness of laboratory studies, adequacy of consultation, 
correctness of diagnosis, method of treatment, autopsy 
findings, and questions of preventability and respon- 
sibility. The objective, then, of this joint project was 
to broaden knowledge of factors responsible for deaths 
associated with gestation, to effect a reduction of those 
factors, and, thereby, to effect a lower rate of maternal 
mortality and morbidity in Illinois. 

Members.—The Maternal Welfare Committee is 
composed of a member and an alternate from each of 
the 11 councilor districts in Illinois. Appointments are 
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made annually by the society president upon the 
recommendation of the councilor of each district and 
the chairman of the committee. The consultant in 
maternity and the chief of the Bureau of Maternal 
and Child Health are ex officio members. Two visiting 
obstetricians have been appointed by the committee 
to investigate each maternal death occurring in Illinois 
(exclusive of Chicago). The chairman of the com- 
mittee is appointed by the president of the state medi- 
cal society, and a vice-chairman is chosen by the 
chairman. 

Scope of Study.—All deaths in Illinois (exclusive of 
Chicago ) associated with pregnancy and three months 
post partum are studied by this committee. The three- 
month postpartum period is specified because the 
first three years of the study indicated no deaths over 
three months post partum that were classified as 
maternal (obstetric) by the committee. However, any 
death definitely related to or caused by a previous 
pregnancy is included in the study. A death is classi- 
fied as maternal ( obstetric) if it is due to such causes 
as hemorrhage, toxemia, and infection (puerperal, 
abortion, or ectopic) or to such other causes as embo- 
lism, anesthesia, shock, acute heart failure resulting 
from improper management of the patient, cerebral 
hemorrhage coincident with the delivery, and in- 
compatible blood as well as other causes related 
directly to the pregnancy, delivery, or postpartum 
complications. Nonmaternal (nonobstetric) deaths are 
those that the committee feels are not related to the 
pregnancy, such as appendicitis; auto accidents; brain 
abscesses; burns; cancer; such infections as encepha- 
litis, poliomyelitis, and pneumonia; and those that are 
due primarily to a preexisting disease, such as rheu- 
matic heart disease or kidney disease. At times the 
committee finds it difficult to classify a death as either 
maternal or nonmaternal because of some preexisting 
disease that might not have caused the death of the 
pregnant woman or resulted in postpartum complica- 
tions had conditions and treatment been ideal. In 
such cases, judgment on the part of the committee 
members is the deciding factor in the classification. 
Deaths of nonresidents are studied in the same man- 
ner and charged to the place of occurrence. They are 
not included in the final maternal mortality rate based 
on residence for that particular year but are reallo- 
cated to their state. Isolated studies of neonatal deaths 
in certain counties have been conducted by the chair- 
man and certain members of the committee but have 
not been on a continuing basis (except in Chicago). 

Operation: Agencies and Personnel Involved.—The 


maternal mortality study in downstate Illinois is a 


joint project of the Bureau of Maternal and Child 
Health of the state department of public health and 
the Maternal Welfare Committee of the state medical 
society. The department of public health shares the 
major expense in the study; it pays the travel expense 
of the obstetrician-investigator plus $25 per case in- 
vestigated. It also handles all clerical, stenographic, 
and secretarial work, in addition to providing an 
office secretary and office space for the project. The 
state medical society pays the expense, including trav- 
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el expense, of the committee meetings. In addition, the 
health department pays for the autopsy, performed by 
a member of the Illinois Pathological Society, if such 
services are otherwise not available to the attending 
physician. 

The Bureau of Maternal and Child Health has had 
three sources from which to obtain information. First, 
a “Report of Maternal Death Form” is supplied each 
hospital in the state (exclusive of Chicago). The bu- 
reau requests that each hospital send this completed 
report to the department of public health immediately 
after any death associated with pregnancy (including 
abortion and extrauterine gestation), whether the pa- 
tient died in the obstetric division or in any other de- 
partment of the hospital. This report form identifies 
the patient and the hospital and gives the date of 
death; age at death; gravidity details; period of gesta- 
tion; whether the death occurred before, during, or 
after labor; and whether it was an operative delivery. 
It requests information on the autopsy, primary and 
contributing causes of the death, and the name of the 
attending physician. On receipt of this report form, the 
office secretary for the committee’s maternal death 
study forwards this information to the obstetrician- 
investigator for his follow-up. 

In the event that the hospital fails to send the de- 
partment of public health this special report on a 
maternal death, it is discovered in the monthly report 
previously mentioned, which, by law, must be sub- 
mitted to the Bureau of Hospitals. Maternal deaths in 
this monthly report are checked against those special 
report forms that the Bureau of Maternal and Child 
Health is supposed to receive immediately after each 
maternal death. As a third check, to make sure that all 
maternal deaths are discovered, the bureau screens 
monthly all the death certificates of women of child- 
bearing age. If a death appears to be related in some 
way to a pregnancy, whether or not pregnancy was 
mentioned on a death certificate, the case is checked. 

After the obstetrician-investigator receives the data 
on the death, he visits the physician who attended the 
patient and the hospital'in which the death occurred. 


- This visit is usually at least a month after the death, to 


assure that the hospital chart will have been completed 
and that pathological reports and all other pertinent 
data about the case will be available. After the inau- 
guration of the study in 1948, a consultant in maternity 
(a board-certified specialist in obstetrics and gyne- 
cology and emeritus associate professor, University of 
Illinois) to the Illinois Department of Public Health 
performed this investigative task. However, during the 
last two years, this work has been performed by two 
privately practicing specialists in obstetrics and gyne- 
cology appointed by the committee. The obstetrician- 
investigator makes every effort to talk with the at- 
tending physician and obtain complete details on the 
case from him. The six-page detailed questionnaire 
requires a careful check of the hospital records. Oc- 
casionally it is necessary to consult with other hospital 
personnel and the family; this is done at the discretion 
of the attending physician. After completion of his 
study, the obstetrician-investigator makes an abstract 
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of the case and distributes a copy to each member of 
the Maternal Welfare Committee prior to its meeting. 
All physicians and hospitals in the state are aware of 
the study, and, therefore, the obstetrician-investigator 
encounters little opposition in his quest for informa- 
tion on maternal deaths. The Maternal Welfare Com- 
mittee, through its members in each councilor district, 
publicizes the activities of the committee at county 
society meetings and to hospital staffs, thereby laying 
the groundwork for a good working relationship. 

All protocols of death studies that the committee 
members use are anonyraous. Physician, patient, and 
hospital names do not appear; this information is 
known only to the obstetrician-investigator and the 
secretary at the Bureau of Maternal and Child Health. 
The full Maternal Welfare Committee meets four 
times a year and devotes a full day (usually a Sunday) 
to an audit of the protocols previously sent to the 
members by the Bureau of Maternal and Child 
Health. Although any interested physician may attend 
a committee meeting on request, it is not common that 
one does. If a regular member does not attend a 
meeting, he is responsible for getting his alternate to 
attend. At each meeting, during which an average of 
20 protocols are reviewed, the chairman calls on each 
member to present a case. Even though the members 
have all had the protocols for study prior to the meet- 
ing, the case abstract is read completely. If the obste- 
trician-investigator, who is always present at the 
meetings, has further information than that which is 
contained in the protocol, he presents it. He also 
presents his impression of the hospital, as to its facili- 
ties and services, in the particular case under review. 
Discussion follows, and the committee decides the ap- 
parent cause of death, whether it was a maternal or a 
nonmaternal death, and whether it was preventable 
(based upon the ideal). If it is not clearly a case of 
unquestionable preventability, it is classified as a case 
with preventable factors or as not preventable. If it is 
classified as a case with preventable factors, such 
factors are listed. In the case either of a preventable 
death or of a death with preventable factors, the re- 
sponsibility for that death is assigned to the physician, 
the patient, the hospital, or any combination of these. 
Special note is made as to whether the cause as de- 
termined by the committee is the same as that which 
appeared on the death certificate. A list is compiled of 
those procedures or specific techniques that might 
have been used to better advantage than those that 
were used by the attending physician. 

After each meeting a form letter is sent from the 
Bureau of Maternal and Child Health to each attend- 
ing physician who had a case that was discussed at 
the meeting. He is informed that his case was pre- 
sented and asked if he wishes to have the findings 
and recommendations of the committee sent to him. 
He is given the case number and asked to write to 
the chairman for this information. On the physician’s 
request, a letter is written to him pointing out the 
findings of the committee and their recommendations 
in cases similar to it. The physician is also invited to 
attend the next meeting of the committee to further 
discuss the case. 
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Follow-Up.—If the attending physician does net 
specifically indicate through written request or 
through the obstetrician-investigator that he desires 
the findings of the committee after discussion of the 
case, there is no other way for him to be apprised of 
the committee’s decision in his particular case. No 
other person in the hospital or on the obstetric staff is 
given any information as to the committee's findings. 

The first three-year report of maternal mortality in 
downstate Illinois, for the period 1948-1950, was read 
before the Section on Obstetrics and Gynecology at 
the 100th Annual Meeting of the American Medical 
Association in Atlantic City, N. J., June 15, 1951, and 
published in THe Journav.’ A four-year report was 
made in the American Journal of Obstetrics and Gyne- 
cology in 1952.* Also, a report of the maternal mor- 
tality study in Illinois was presented before the 
American Public Health Association, Maternal and 
Child Health Section, at the 80th annual meeting in 
Cleveland, Ohio, Oct. 23, 1952. 

Each year the Maternal Welfare Committee sub- 
mits to the Illinois State Medical Society its annual 
report. Results of the study, too, are used in the teach- 
ing of obstetrics and gynecology at the University of 
Illinois and at the University of Chicago Medical 
School. This material, however, is kept anonymous, so 
that there will be no possible connection between the 
case presented and the physician, hospital, or patient 
concerned. The Maternal Welfare Committee has had 
exhibits at the annual meetings of the state medical 
society and has stimulated interest among the obste- 
tricians and general practitioners interested in obstet- 
rics in the American congresses, which are sponsored 
by the American Committee on Maternal Welfare and 
held every three years. 

Another service that the Maternal Welfare Com- 
mittee provides in cooperation with the Illinois De- 
partment of Public Health is the furnishing of exhibits 
to hospitals in the state. This program of exhibiting 
in hospitals is a perpetual one—one exhibit in a stra- 
tegic place in the hospital for two or three weeks 
during the year alternating with other exhibits at 
various times of the year, in order that each hospital 
in the state will have had an opportunity for its staff 
to become acquainted with the various complications 
of pregnancy and how to meet those complications. 
Twelve exhibits presently in use in Illinois are as fol- 
lows: (1) Pregnancy in the Bicornuate Uterus, (2) 


_ Breech Presentation, (3) Uterine Carcinoma, (4) Ce- 


sarean Section, (5) Destructive Operations, (6) Ectopic 
Pregnancies, (7) Forceps Delivery, (8) Hemorrhage in 
Pregnancy, (9) Motherhood, (10) Puerperal Sepsis, (11) 
Toxemias of Pregnancy, and (12) Abortion. As a part 
of the committee’s educational program, an annual 
report on the activities of the committee is made to the 
state obstetric and gynecologic society. Further presen- 
tations are anticipated for various publications. 
Results: Statistical Analysis.—Prior to the inaugura- 
tion of the study of maternal deaths in Illinois, a 
statistical study of maternal mortality in Illinois hos- 
pitals for the period 1943-1947 indicated that the 
mortality in 1943 was 2.07 per 1,000 live births. This 
was reduced to 0.98 per 1,000 live births by 1947. 
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Since 1947, this rate has been continuing a steady 
downward decrease, with 0.87 per 1,000 live births 
recorded in 1948; 0.62 per 1,000 live births in 1951; 
and 0.35 per 1,000 live births in 1954. During the four 
years from 1948 through 1951, the Committee on Ma- 
ternal Welfare studied 418 cases: 297 of these deaths 
were charged as due to obstetric causes and, there- 
fore, called maternal deaths; 121 were classified as 
nonobstetric or nonmaternal deaths. Twelve addi- 
tional deaths, which occurred in homes during 1948, 
were added to the 297, making a total of 309 maternal 
deaths for the four-year period. It was also found that 
nearly three-fourths, or 73.4%, of all deaths occurred 
after delivery, with 51.8% of the patients dying within 
24 hours. Hemorrhage and toxemia were the two lead- 
ing causes of death during this four-year period, 104 
deaths being due to hemorrhage and 80 to toxemia. 
Table 1, adapted from Newberger,’ gives a detailed 
listing of the causes of death for the period 1948-1951. 


TaBLe 1.—Causes and Number of Maternal Deaths, 1948-1951° 
Cause No. Totals % 


48 
| 
12.9 
20 
15 15 49 
wads 5 5 16 


* From Newberger,? table 13 with modifications. 

+ Acute pulmonary edema, cerebral hemorrhage, incompatible blood, 
protein hydrolysate reaction, intravenously given gelatin (2), sulfonamide 
crystallization, ileus, puerperal psychosis. 


Inaccuracies in certification were discovered in 58 
deaths associated with pregnancy. However, in the 
four-year period, marked improvement in the death 
certificates was noted; in 1948, 23.6% were inac- 
curately certified, while in 1951 the percentage had 
dropped to 13.4. Of tremendous interest to the com- 
mittee was the fact that 47 Illinois hospitals, with a 
total of 53,492 live births, had no maternal deaths. 
Table 2 indicates the various death rates by numbers 
of hospitals. 

During the four-year study, it was discovered that 
less than one-fifth of the mothers who died had had 
adequate prenatal care and that 38.4% had had either 
poor or no prenatal care. However, in the first year 
of the study, only 10% were classified as having had 
adequate care, whereas, after three years, almost 26% 
were so classified. Table 3 shows the audit of maternal 
deaths by the State Maternal Welfare Committee. 
These deaths were classified as preventable, with pre- 
ventable factors, nonpreventable, and undetermined; 
the responsibility for the death was assigned to the 
physician, the patient, or the hospital or joint respon- 
sibilities. It is noted that for the four-year period, 
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79.5% of the deaths were assessed as having been pre- 
ventable or having had preventable factors; 19.2% 
were considered not preventable; and 1.3% were not 
classified. Preliminary analysis of maternal deatlis, as 
audited by the committee, indicates a similar pattern 
for the three-year period from 1952 to 1954. However, 
in this last three-year period the proportion of ma- 
ternal to nonmaternal deaths has decreased: 73.4% 
were maternal in the first period as compared to 58.9% 
during the last period. 


TABLE 2.—Maternal Mortality Rate by Hospitals, 1948-1951* 


Hospitals 
Maternal Deaths, Rate/1,000 Live Births “No. % 


* From Newberger,? table 17. 


Comments and Conclusions.—The committee be- 
lieves that the dramatic reduction in maternal mor- 
tality was brought about, in a large measure, by an 
awareness on the part of physicians of the primary 
causes of maternal deaths. The Maternal Mortality 
Study Committee has endeavored to arrive at the 
fundamental reasons for these deaths and various fac- 
tors contributing to them, and it has promoted various 
means to educate the profession to the dangers in- 
volved and what should be done when complications 
arise. The attention to such complications as toxemia 
and hemorrhage, as emphasized by the efforts of the 
committee through exhibits in hospitals and at med- 
ical society meetings and through publications in the 
various journals, has undoubtedly been a factor in the 
lowering of maternal mortality. in Illinois. 


TABLE 3.—Maternal Deaths, Preventability and 
Responsibility, 1948-1951° 


Responsibility 
Total 
Joint 

Classification Physician Patient Hospital Others % 

Preventable ......... 34 4 14 17.5 
Preventable 

118 23 1 42 184 62.0 

Not preventable .... 57 19.2 

Ondeterm'ned ....... 4 1.3 

cisccveses 297 100.0 


* From Newberger,? table 20 with modifications. 


Although much improvement has been made, it is 
the consensus of the committee that other channels 
for constructive development should be pointed out. 
One of these channels is the education of the laity in 
the importance of early, regular, and competent med- 
ical supervision of the woman during her pregnancy. 
A second channel is that of continued education of 
physicians through staff conferences, lectures at 
county medical society meetings, and refresher courses 
in the art and science of obstetrics and in the signifi- 
cant value of careful, complete, and accurate medical 
records. In furthering the development of both lay 
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and professional education, the committee is currently 
active in developing the Illinois Committee on Ma- 
ternal Welfare, an integral part of the American 
Committee on Maternal Welfare. Through such an 
organization, the education and cooperation of phy- 
sicians, public health personnel, nurses, hospital ad- 
ministrators, anesthetists, nutritionists, and other 
groups, including lay organizations, will be achieved 
and will materially help in the primary objective of 
reducing mortality and morbidity in mothers and new- 
born infants. 

The committee believes that the profession must be 
continually on the alert, in order that gains already 
made will not be lost and that further reduction in 
mortality and morbidity in Illinois can be made. The 
committee further believes that more widespread and 
earnest establishment of such study programs as it 
has conducted in downstate Illinois and the search for 
other avenues of approach taught by the findings of 
such a study will lead to a definite saving of lives of 
mothers and newborn infants. 


References 


1. Newberger, C.: Maternal Mortality in Downstate Illinois from 1948 to 
1950, J. A. M. A. 149: 328-330 ( May 24) 1952. 

2. Newberger, C.: Maternal Mortality in Downstate Illinois, Transactions 
of the Fifth American Congress on Obstetrics and Gynecology, Am. J. Obst. 
& Gynec, 64A: 203-213 (Dec.) 1952. 


Neurologic Eye Disease.—The human eye is actually a portion of 
the central nervous system. As the embryo grows a portion of the 
brain becomes more or less separated and comes to lie on the 
surface of the organism. This delicate and most important 
special sense organ is exposed to the environment and all of its 
accompanying dangers. . . . A number of diseases that affect the 
nervous system also affect the eye. Multiple sclerosis is one of 
the best examples. Other disorders of the brain, such as tumors, 
affect the eye in an indirect manner, resulting from the fact that 
the visual pathways may become secondarily involved. . . . The 
fact that the eye is often involved in this manner is of great help 
to the neurologist and the neurosurgeon in detecting the presence 
and locating the position of disorders of the brain. Many brain 
tumors first manifest themselves by alterations of vision in one or 
both eyes, and by careful study of such alterations it is often 
possible to locate the trouble accurately and at times to predict 
the exact type of difficulty. . . . Pituitary tumors are one of the 
most frequent neurologic conditions producing loss of vision. 
This results from the close proximity of the pituitary gland to the 
optic chiasm or crossing point of the two optic nerves. Loss of 
vision is usually the first and only symptom of these tumors. . . . 
Tumors at any place in the brain are likely to obstruct the flow 
of the cerebrospinal fluid. When this occurs the pressure builds 
up in the brain, producing the characteristic headache symptoms. 
In some manner this pressure is transmitted by way of the optic 
nerves and produces a swelling in the nerve heads known as 
“choked disks.” In the early stages this swelling or choking of 
the disk causes no visual difficulty and is of importance only as 
an indication to the examiner of trouble in the brain. . . . The 
usual “stroke,” when it affects the vision, blacks out a half of the 
patient’s visual field. This oecurs because the condition involves 
one side of the brain and, just as it may paralyze the opposite 
side of the body, it may likewise affect the opposite side of the 
patient’s vision. This loss of vision is referred to as “homonymous 
hemianopsia”; that is, one half of each eye is blinded. . .. When 
a “stroke” results from basilar artery disease, the patient may be 
completely blind or so nearly blind that he has no useful vision. 
A number of the patients will have warning of impending trouble 
in that they experience transient blacking out of their vision along 
with other transient neurologic troubles.—T. P. Kearns, M.D., 
Diagnosis and Treatment of Neurologic Eye Disease, The Sight- 
Saving Review, Summer, 1956. 
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Local Medical Disaster Preparedness 


The disaster committee of the Alameda-Contra 
Costa County Medical Association of California pre- 
pared, with the assistance of the local civil defense 
offices, “Disaster Planning for Medical Services” and 
published it in April, 1956. The following report is 
based on the concepts of that local medical plan. It 
was prepared as a summary of their disaster planning 
with the cooperation of the Oakland office of Civil 
Defense and Disaster. 

The Council on National Defense of the American 
Medical Association believes this report will be of 
interest to local medical societies and perhaps it may 
encourage them to prepare their own medical disaster 
plans, if they do not already have one. 

Frank W. Barton, Secretary. 


ORGANIZED MEDICINE AND CIVIL DISASTER 
Wayne P. Chesbro, M.D., Berkeley, Calif. 


The need for medical and health services disaster 
planning for the care of civilian populations became 
apparent during World War II when reports of the 
devastation wrought by explosive missiles in Britain 
and Germany were received. The magnitude of de- 
struction of life and property was something never 
before envisioned. As was expected, civil disaster 
planning and services were developed to a high degree 
of efficiency in the countries affected by such destruc- 
tive weapons. With the closing of World War II on 
the ominous note of the total destruction wrought by 
nuclear weapons, together with the growing convic- 
tion that geographical location was no longer a pro- 
tection against nuclear warfare, the need for civil 
disaster planning, whether for “survival” in an all-out 
nuclear war or for the adequate medical care of cas- 
ualties in a large-scale local disaster, was recognized 
by most state and county civil defense administrators. 

Noting the meager personnel that carried on civil 
disaster planning for medical and health services in 
California and throughout the United States, and 
cognizant of the need for participation of organized 
medicine in such planning, the disaster committee of 
the Alameda—Contra Costa Medical Association began 
the initial study and planning for the activities of the 
medical and health services in order to offer to the 
local civil disaster departments the guidance, re- 
sources, and support of a local, organized medical 
association composed of a group of some 1,500 phy- 
sicians serving an estimated population of one million 
in the two East Bay counties, a target area. 


Chairman, Alameda—Contra Costa Medical Association Disaster Com- 
mittee. 
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The association in committee discussion developed 
the concept that for efficient civil disaster planning, 
state medical associations down to the county level 
should assume direct responsibility for the plans of 
the medical and health services division. It is our 
firm conviction that, if physicians are to be called upon 
to serve in any disaster, their state and local medical 
organizations, with the concurrence of the state civil 
defense disaster. offices, should designate the pro- 
cedures they are to follow. It was also recognized 
that, in order to spark the interest of the medical group 
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the disaster plan of the Providence Hospital, Oakland, 
Calif.). A hospital disaster plan should encompass 
three divisions. 

Division 1.—There should be hospital disaster plan- 
ning for disaster within the hospital, such as that 
occurring from fire, explosion, earthquake, radiologi- 
cal contamination, or epidemic. 

Division 2.—The hospital disaster plan should in- 
clude planning for a large-scale local disaster occurring 
within the community or area in which the hospital is 
resident and in which the facilities of the hospital re- 


State Regional Office of CD 
Region No. 2, Berkeley, Calif. 
Regional Medical Director—Wayne Chesbro, M.D. 


To provide inter-regional medical coordination for 
16 county region and supplies for region. 


Area 8 Area 9 Area 10 isaster lannin 
So. Alameda Co.| | Contra Costa Co.| | Richmond and Berkeley and P 
5 and Alameda is El Cerrito Albany Piedmont’ should include a program for total disaster 
é Janies Malcolm || Henrik Blum, |] Martin Mills, || Emil Palmquist Mary in which the hospital must undergo evacua- 
“ Chief. Chief. Chief. Chief. ay ta tion to and reconstitution of personnel and 
:: Alternates* Alternates* Alternates* Alternates* Alternates* materials in a peripheral area and still func- 
; | | | | | tion to its greatest capability in accepting 
: | Area Hospitals | | Area Hospitals } | Area Hospitals | | Area Hospitals 1] Area Hospitals | the: casualty load thrust upon its meager 
5; resources and surviving personnel. 
= Hospital disaster planning, at best, will 
e proceed slowly, and committee members 
| a should be chosen for their patience and 
perseverance, for they will have much 
a | To provide inter-area medical coordination need for both. A copy of the Providence 

Hospital disaster plan is available to any- 


one interested in using it as a reference 
in developing workable plans for his own 
hospital. 


Large-Scale Local Disaster Planning 


For purposes of complete coverage of . 
disaster within Alameda and Contra Costa 
counties, the two counties are divided into 


California Office of Civil Defense, Sacramento 
State Medical Director—Frank Cole, M.D. 


each region, and all State-stocked disaster supplies. 


To provide support and coordination for the three Regions, areas within 


five operational areas. Reference to figure 
1 will explain the jurisdictional areas as 
existent in the planning of the association. 
All areas have a chief of medical and health 
services with alternates in sufficient num- 


bers to “cover” the duty at all times. In the 
event of a disaster within the area, the desig- 


To provide State and inter-State support and coordination 
and Federal-stocked disaster supplies. 


Federal Civil Defense Administration-Federal Region No. 7, Santa Rosa 


nated chief immediately becomes the med- 
ical officer in charge. He represents the 
president of the medical association at the 
disaster site. First-aid care, casualty evacua- 


Fig. 1.—Integration of the five Alameda—Contra Costa areas with over-all disaster 


organization. 


and to keep the activity alive, the planning must not 
be too detailed or involved and, most emphatically, 
should be geared first to the real potentialities of local 
disasters. For purposes of definite committee action, 
initial disaster planning was divided into three phases; 
in order of importance, hospital disaster planning, 
large-scale local disaster planning, and total disaster 
planning. 
Hospital Disaster Planning 
A medical association disaster committee should 


present to all hospital disaster committee chairmen a 
prototype hospital disaster plan. (Our association used 


tion to area hospitals, requests for additional 
medical and nursing personnel, mobile aid 
teams, and supplies all originate with the 
area chief of the medical and health services. 
Reference to figure 2 shows the basic concept of — 
the function of the area chief, medical and health 
services, in the disaster area. The function of the 
medical association disaster committee, at the associa- 
tion headquarters, will be to fill the requests of the 
area chief and to coordinate all other area facilities for 
mutual support. In the event of a large-scale local 
disaster involving more than one area, over-all author- 
ity should be directed from the medical association 
headquarters by the president or his designate, the 
chairman of the disaster committee. All physicians ap- 
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pointed within the areas as chiefs or alternates should 
be members of the medical association. In large-scale 
local disaster planning, there should be complete inte- 
gration of the medical and health services plans with 
the existing civil disaster coordinators, Red Cross, and 


armed forces available to serve in disasters, the area. 


hospitals, the physician assigned to disaster stations, 
the allied medical professions, and the local industry 
disaster planning. 

Existing Civil Disaster Coordinators, Red Cross, and 
Armed Forces.—In order that all levels may function 
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for large-scale local disaster. Mobile medical teams 
and supplies should emigrate from the hospital to 
the scene of the disaster upon request of the area 
medical chief. 

Allied Medical Professions.—A census should be 
made of the allied medical professions (nursing, den- 
tistry, pharmacy, veterinary medicine, optometry, 
chiropody ) and the technical services (laboratory and 
x-ray technicians, physiotherapists, dietitians ) in each 
area. Assignments should be made from these groups 
to the area hospitals with the understanding that 


to mutual aid and support, orientation of 
command physicians (area chiefs, alternates, 
disaster committee members) should begin 
at the area level and extend from local civil 
disaster departments through regional juris- 
dictions to state headquarters. All concerned 
should be cognizant of existing civil disaster 
supplies and familiar with designated civil 
defense emergency hospitals and aid sta- 
tions. Information should be available cov- 
ering liaison facilities, established by mutual 
agreement, of the Red Cross and the armed 
forces of the immediate and adjacent areas 
and air transport service (especially heli- 
copter) available in large-scale local disaster. 
Our association has, through the facilities of 
the U. S. Coast Guard, conducted an aerial 
survey of all the major hospitals of the two 


counties. U. S. Coast Guard helicopter serv- 
ice is now available in emergency cases 


authenticated by the association’s disaster 
committee. 

Area Hospitals—The area chief of the 
medical and health services and his alter- 
nates should schedule regular meetings with 
their respective hospital administrators and 
disaster committee chairmen so that mutual 
planning will be kept current and well inte- - 


ALAMEDA-CONTRA COSTA 
MEDICAL ASSOCIATION 
President 
& 
ast 


Fig. 2.—Organization applicable to each of the five disaster areas of Alameda—Contra 


. cant Costa counties in a local disaster. No medical personnel will move into a disaster area 
grated. Hospital administrators should have unless requested by that area’s medical chief or alternate at the disaster site. The area 


available at all times a daily census of pa- medical chief or alternate is in full command of all medical services in the area in which 
¥ A : the disaster occurs. Helicopter service for medical use may be ordered only by the area 
tients, with special reference to the numbers chief or alternate. Such an order must be transmitted directly to the chairman of the 

disaster committee at association headquarters. In event of disaster in Alameda or Contra 
who can be moved or become ambulatory Costa County, a mobile communications unit from the Oakland civil defense is immediately 
in order to permit rapid bed expansion in pg ys hon eames for direct communication with the medical chief or alternate 


event of disaster. A census of the medical 

and technical personnel of the hospital on a 24-hour 
basis should be available. There should be provision 
for supplies necessary to continue operation of the 
hospital with an additional 75% increase in patient 
load for a 24-hour period. 

Physician Assignments to Disaster Stations.—All as- 
signments of physicians to disaster stations should be 
made by the disaster committee of the medical asso- 
ciation. All hospitals should be asked to submit the 
names of the staff members who are to be consid- 
ered as essential to the function of the hospital 
during an emergency. In the assignments of phy- 
sicians, duplication of highly specialized skills should 
be avoided if possible. All physicians should be as- 
signed to a hospital staff as a primary assignment 


their function would be to serve as an auxiliary 
staff under the regular staff of the hospital in the 
event of a large-scale local disaster. Provision should 
be made for the indoctrination of this personnel, and 
their duties in the hospital or aid station should be 
delineated. Short courses should be given members 
of the dental and veterinary medical professions cov- 
ering their roles as physicians’ assistants. Definite 
hospital disaster assignments will maintain the in- 
terest of members of these allied medical professions 
in disaster planning. 

Local Industry in Disaster Planning.—Industry 
should be represented in civil disaster planning both 
at area and association headquarters levels. Since, in 
many instances, major catastrophes have their origin 
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in industrial procedures, it is mandatory that industry 
should have a thorough knowledge of the availability 
of medical resources within their area. This insures 
the rapid treatment and care of casualties with a 
minimum of time lost. The advent of nuclear reactors 
makes the role of the health physicist one of para- 
mount importance in the proper care of those con- 
taminated with radioactive materials. Provisions must 
be made for a “decontamination room” in the aid sta- 
tion and a similar area must be considered in new 
hospital construction. A current listing of all industries 
in the area using radioactive isotopes should be main- 
tained in the files of the medical association head- 
quarters. This information ordinarily may be obtained 
from state health departments, which, in turn, obtain 
it from the Atomic Energy Commission. 


Total Disaster Planning 


If a medical association can place in effect a disaster 
plan acceptable to its members and the civil disaster 
offices, then the greatest step in basic training and 
planning for total disaster has been accomplished. 
Planning for total disaster entails a constant flow of 
information from local, state, and national civil disas- 
ter offices to the medical association disaster commit- 
tee. Total disaster planning at the present time involves 
evacuation following an early warning. Hospital disas- 
ter plans must take into account this prodigious 
problem and must, with the help of the medical as- 
sociation disaster committee and local civil disaster 
authorities, determine the feasibility of patient evac- 
uation compatible with traffic load and terrain. Pro- 
vision for basement survival wards must be made by 
the hospital. Study and planning for care in target 
areas must be taken up at the state medical association 
level and the information given to each county medical 
society. 

The Council on National Defense of the American 
Medical Association has made an outstanding effort to 
create an interest on the part of organized medicine in 
civil disaster planning by sponsoring the Annual Con- 
ference of County Medical Societies for Civil Disaster. 
Too few are the medical societies represented here. 
The vigilance of a disaster committee will keep total 
disaster planning flexible and current. Concepts of 
total warfare and weapons change rapidly; hence, the 
plans of today may have to be discarded for new ones 
tomorrow. 


Summary and Conclusions 


An effective and adequate civil disaster program 
with reference to medical and health services can be 
developed only with the guidance and direction of 
organized medicine from the county level to the state 
and national levels. The most important step in total 
disaster planning is a firm, basic plan for large-scale 
local disaster at the county level. Widespread local- 
level disaster planning throughout a state will mean 
less confusion and more ease of integration of evac- 
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uated physicians and allied medical personnel for 
their part in total disaster due to nuclear warfare. It 
must be emphasized that the burden of disaster plan- 
ning will fall, for the most part, on the medical asso- 
ciations’ disaster committees. It will be necessary for 
them to proceed with the knowledge that a minimum 
of three years, and more likely five years, will be re- 
quired to complete a program covering the three 
phases of hospital disaster planning, large-scale local 
disaster planning, and total disaster planning. 

It would-be well for you as a physician and a mem- 
ber of your local medical association and the A. M. A. 
to pause and reflect, “How well prepared am I—and 
my association—should disaster strike now?” 


Venous Thrombosis.—The suggestion that there are two varieties 
of venous thrombosis, phlebothrombosis and thrombophlebitis, 
which are distinct pathological conditions is now unacceptable, 
but the introduction of these terms to describe separate stages 
in the same disease has been a valuable contribution and has 
led to a clearer understanding of the morbid anatomy of its 
progress. Phlebothrombosis is the early stage of venous throm- 
bosis. The name suggests a quiet, noninflammatory process, a 
disease largely of the blood as opposed to disease of the vein. . . . 
There results an unorganized clot, attached by its base to the 
wall of the vein at the site of intimal damage. At this stage 
the clot only partially obstructs the lumen, and blood is free 
to flow past it. Addition may occur gradually, or suddenly 
when a long column of clot forms en masse; but at first and 
probably for some days, the lumen of the vein is unobstructed, 
and there are, therefore, no signs of venous obstruction in the 
limb. The danger of the condition lies in the liability of the 
unorganized intra-luminal clot to fracture, and to be carried 
proximally by the free flow of blood in the vein, causing a 
minor embolus with pulmonary changes, or a major embolus 
with sudden death. This dangerous state is accentuated by 
the signal lack of evidence of its presence, and it probably 
passes undiagnosed in the majority of-instances. In fact, the 
first sign of phlebothrombosis is often a pulmonary embolus, 
major or minor. . . . The stage of thrombophlebitis follows when 
the clot becomes adherent to the circumference of the vein wall 
which exhibits inflammatory changes. The whole clinical picture 
suddenly changes; there is pain in the limb, often severe, with 
tenderness along the course of the main vessels, and as the 
result of venous obstruction there is distal swelling and cyanos- 
is; often collateral veins become visible. There is usually 
pyrexia and a tachycardia. . . . Once thrombophlebitis has super- 
vened the patient is safe from massive pulmonary embolism, as 
not only is the clot adherent to the vein wall but the blood-flow 
past the clot has ceased. Minor embolism may still occur 
when an adherent clot, terminating at the point of entry of a 
major branch, develops a free ‘tail’ which may be broken oft 
by the flood flowing past it, and it appears that repeated build- 
up of clot and its subsequent fracture may give rise to recurrent 
emboli, which by summation may lead to serious lung changes 
and even death of the patient. Of great importance, because 
of its extreme frequency and irreversibility, is the crippling 
effect of thrombophlebitis. Once a vein has thrombosed, that 
vessel can never function normally again because, although 
recanalization does occur, the valves never recover and the 
limb is crippled in some measure for the patient's life.—P. Martin, 
M.Chir., and A. C. Pearson, M.D., Venous Obstruction of the 
Limbs, Medicine Illustrated, March, 1956. 
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CALIFORNIA 


Symposium for X-Ray Technicians.—The third annual X-Ray 
Technicians Symposium will be offered through the University 
of California Extension in the university Life Science Building, 
Room 2147, Nov. 10-11. Enrollment is limited to 140; fee $10. 
Experienced x-ray technicians as well as students enrolled in 
A. M. A.-approved training schools will be admitted. The pro- 
gram was formulated to make available continuation medical 
education for x-ray technicians. Fundamentals as well as newer 
developments and more advanced procedures will be emphasized. 
Information may be obtained from Dr. Thomas H. Sternberg, 
University of California Medical Center, Los Angeles 24. 


Course on Cardiology.—The University of California Extension 
will present a course in Cardiolegy in Practice at the Religious 
Conference Building, 900 Hilgard Ave., Los Angeles, Nov. 12, 
2-5 p. m. and 7:30-10:30 p. m. (fee $17.50). Dr. E. Raymond 
Borun, assistant professor of medicine (in residence) at the 
school of medicine, will serve as moderator for a special program 
on practical matters relating to heart disease, which will be 
conducted by Dr. Myron Prinzmetal, associate clinical professor 
of medicine, University of California at Los Angeles School of 
Medicine; Dr. George C. Griffith, professor of medicine (cardi- 
ology ), University of Southern California School of Medicine, 
Los Angeles; and Dr. Samuel A. Levine, clinical professor of 
medicine, Harvard Medical School, Boston. Information con- 
cerning the course may be obtained from Dr. Thomas H. Stern- 
berg, Assistant Dean for Postgraduate Medical Education, Uni- 
versity of California Medical Center, Los Angeles 24. 


ILLINOIS 
General Practice Meeting.—The ninth annual scientific assembly 
of the Illinois Academy of General Practice will be held at the 
Morrison Hotel, Chicago, Nov. 13-15 under the presidency of 
Dr. George S. Schwerin, Chicago. Tuesday’s program will con- 
clude with the delegates’ and state officers’ dinner at 7 p. m. The 
scientific assembly Wednesday includes a round-table luncheon, 
12 noon, with Dr. Schwerin as moderator. A hospitality hour, 
6:30 p. m., will precede the annual banquet in the Grand Ball- 
room (tickets $7.50; dress optional). Dr. John S. DeTar, Milan, 
Mich., president, American Academy of General Practice, will 
deliver an address entitled “The Academy—Progress to Date.” 
Dr. Orvan A. Phipps, Manteno, will preside over the noon 
round-table luncheon Thursday. At 3:30 p. m. Dr. Seth E. 
Brown, Evanston, will moderate a panel entitled “What's New 
in the Use of Pharmacologic Agents in Diagnosis and Treat- 
ment,” which will include the following presentations: 
Therapeutic Weapons of Tomorrow in Cardiovascular Disease, Jules H. 
Last, Highland Park. 
What’s new in Agents of Use for Lymphomas and Blood Dyscrasias, Steven 
O. Schwartz, Chicago. 
What’s New in the Use of Radioisotopes, Lindon Seed, Chicago. 
What’s New in Gastroenterology, Armand Littman, Chicago. 


The scientific assembly (10 hours’ formal credit, category 1) 
includes the presentation of 15 additional papers. Post conven- 
tion clinics will be held at the University of Illinois College of 
Medicine (fee $15, 5 hours’ formal credit, category 1). 


Lecture in Winnetka.—Dr. Milton Rosenbaum, professor and 
chairman, department of psychiatry, Albert Einstein College of 
Medicine, and director of psychiatric services, Bronx Municipal 
Hospital Center, New York, will present “The Psychological 
Preparation of the Individual for Medical and Surgical Care” 
Nov. 7, 8 p. m., at the North Shore Health Resort, 225 Sheridan 
Rd., Winnetka. Physicians are invited. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


MICHIGAN 


Dr. John Adriani to Speak on Anesthesia.—Dr. John Adriani, 
Charity Hospital, New Orleans, will address the Michigan State 
Association of Nurse Anesthetists at 7:30 p. m. in the Ford 
Hospital Auditorium, Detroit, Nov. 10. Dr. Adriani is director 
of anesthesiology at Charity Hospital, and professor of surgery 
at the Tulane University School of Medicine. 


NEW JERSEY 

Hospital News.—The Atlantic City Hospital will have as visiting 
chiefs pro tem Dr. Charles E. Kossmann, associate professor of 
medicine, New York University College of Medicine, New York, 
Nov. 5-9; Dr. Carl A. L. Binger, Cambridge, Mass., editor-in- 
chief, Psychosomatic Medicine, Nov. 12-16; Dr. Alfred S. Fro- 
bese, associate professor of surgery, University of Pennsylvania 
Graduate School of Medicine, Philadelphia, Nov. 19-23; and Dr. 
George A. Wolf Jr., dean and professor of clinical medicine, 
University of Vermont College of Medicine, Burlington, Nov. 
26-30. 


NEW YORK 

Course in Industrial Medicine and Surgery.—The University of 
Buffalo School of Medicine will present a postgraduate course in 
Industrial Medicine and Surgery at Capen Hall, Nov. 14-15, At 
the Wednesday session, beginning at 9 a. m., Dr. Joseph M. 
Dziob will present “Soft Tissue Injuries of the Extremities” and 
“Tendon Injuries of the Hand.” “Shoulder Cuff Lesions” will be 
discussed by Dr. Benjamin E. Obletz, and Dr. Joseph D. Godfrey 
will consider “Knee Injuries.” The afternoon session will open 
with “Disability Evaluation” by Dr. Lynden A. Hulbert. A panel 
on “Evaluation of Suitability for Work” will follow and will in- 
clude discussions on heavy industry by Dr. Robert H. Mehnert, 
light industry by Dr. Reeve M. Brown, cardiac aspects by Dr. 
Walter T. Zimdahl, and pulmonary aspects by Dr. Miller H. 
Schuck. The Thursday morning session will open with “Dust 
Diseases” by Dr. Howard G. Dayman, followed by “Metals” by 
Dr. Marvin L. Amdur. Dr. Morris Kleinfeld, assistant professor 
of clinical medicine, New York University—Bellevue Medical 


Center, New York, will present “Smokes and Gases,” and Dr.’ 


Edward C. Riley, instructor in industrial medicine, University of 
Rochester School of Medicine, will lecture on “Solvents.” The 
afternoon session includes “Occupational Skin Diseases” by Dr. 
James W. Jordon, “Industrial Eye Injuries” by Dr. Willard H. 
Cleveland, and “Occupational Ear, Nose, and Throat Disease” 
by Dr. Joseph C. Scanio. Fee for the course is $30; checks should 
be made payable to the University of Buffalo, and registration 
form sent to Dr. Milton Terris, Assistant Dean for Postgraduate 
Education, University of Buffalo School of Medicine, 3435 Main 
St., Buffalo 14. 


NORTH CAROLINA 


Symposium on Abdominal Conditions.—On Nov. 8 the Mecklen- 
burg County chapter, North Carolina Academy of General Prac- 
tice, will sponsor a Symposium on Abdominal Conditions, at the 
Hotel Charlotte in Charlotte. Dr. Coy C. Carpenter, dean of the 
Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, and Dr. Walter R. Berryhill, dean, University 
of North Carolina School of Medicine, Chapel Hill, will serve as 
moderators during the following program: 


Technique and Value of Sigmoidoscopy, Jerrold P. Nesselrod, assistant pro- 
fessor of surgery, Northwestern University Medical School, Chicago. 
Detection of Ectopic Pregnancy, Lewis I. Post, instructor in obstetrics, 
Tulane University School of Medicine, New Orleans. 

Unexpected Abdominal Conditions in Infancy and Childhood, Orvar Swen- 
son, professor of pediatric surgery, Tufts College Medical School, Boston. 

Nonpenetrating Abdominal Injuries, N. Frederick Hicken, professor of 
clinical surgery, University of Utah School of Medicine, Salt Lake City. 

Management of the Jaundiced Patient, Paul S. Rhoads, professor of medi- 
cine, Northwestern University Medical School, Chicago. 

Gastrointestinal Disorders in the Elderly Patient, Frederic D. Zeman, vhair- 
man, subcommittee on geriatrics, New York state, and chief, medical 
services, Home for Aged and Infirm Hebrews, New York City. 
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This program has category 1 (formal) approval by the American 
Academy of General Practice. A luncheon will be held at 12:30 
p. m. and a cocktail party from 5-6 p. m. A special program, in- 
cluding a fashion show, has been arranged for wives. 


PENNSYLVANIA 

Meeting on Industria] Health._The 21st annual meeting of the 
Industrial Hygiene Foundation will be held at the Mellon 
Institute, Pittsburgh, Nov. 14-15. The Medical Conference 
Wednesday morning will include papers on pulmonary physi- 
ology as related to industrial chest diseases, effective educational 
techniques in health counseling, and legal aspects of industrial 
medical practice. The Legal Conference the same morning will 
be concerned with the medical and legal aspects of health prob- 
lems incident to the industrial use of atomic energy. Pneumono- 
coniosis and occupational carcinogens will be considered at the 
Chemical-Toxicological Conference. The Joint Technical Con- 
ference Wednesday afternoon will bring together all the groups 
for a panel discussion on “Health Problems Involved in the 
Manufacture, Sale, and Use of Toxic Materials.” Panelists will 
include a representative of management, an industrial physician, 
a lawyer, an engineer, an industrial toxicologist, and an insurance 
executive. Joseph C. Hinsey, Ph.D., director of the New York 
Hospital—Cornell Medical Center, New York, will discuss future 
industrial medical problems at the Management Conference on 
Thursday. Other topics to be considered include the health 
problems involved in automation, the importance of epidemiology 
in determining whether a health problem actually exists, new 
channels of communication between management and technical 
personnel in matters of industrial health, management’s views 
on industrial health problems, and systematic attention to health 
in operations research. 


Philadelphia 

Institute for Care of Cardiac Child.—An Institute for the Care 
of the Cardiac Child will be held at Children’s Heart Hospital 
of Philadelphia, Nov. 7, to acquaint members of the medical, 
nursing, and social service professions with developments per- 
taining to young patients with heart disease. A tour of the 
hospital will precede discussions on the recognition and treat- 
ment of congenital heart disease, the active stage of rheumatic 
fever, and rheumatic valvular disease. Afternoor sessions (2-4 
p. m.) will consider other aspects of the subject. The luncheon 
speaker will be Dr. Hugh Montgomery, associate professor of 
medicine, University of Pennsylvania School of Medicine, and 
chief of the vascular section, University of Pennsylvania Hos- 
pital. The-chairman of the institute is Dr. George D. Geckeler. 
The institute will be sponsored by the Children’s Heart Hospital; 
Heart Association of Southeastern Pennsylvania; Department of 
Public Health, City of Philadelphia; School District of Phila- 
delphia; Pennsylvania Heart Association; Department of Health, 
Commonwealth of Pennsylvania; Philadelphia County Medical 
Society; and the Hospital Council of Philadelphia. 


TEXAS 

Blackford Memorial Lecture.—The Grayson County Medical So- 
ciety announces the first annual Blackford Memorial Lectureship 
on cancer at the Hotel Denison, Denison, Nov. 13, 1-5 p. m., in 
symposium form. Dr. Randolph L. Clark Jr., Houston, will 
monitor the program. The Blackford Memorial Fund, set up by 
Mrs. Clara Smith of Denison and Houston in honor of her father, 
who was a pioneer Denison banker, was established with the 
aim of having eminent authorities on cancer and cancer research 
as principal speakers and to keep the physicians of the area 
up-to-date on the latest progress in the field of cancer. 


WISCONSIN 

Pathologists Meeting.—The Wisconsin Society of Pathologists 
will hold its fall meeting at the Columbia Hospital Auditorium, 
3321 N. Maryland Ave., Milwaukee, Nov. 12, 1:30 p. m. (spon- 
sored by the Milwaukee County Chapter, American Cancer 
Society ). The subject of the meeting will be “Collagen Diseases 
and Related Conditions.” Dr. Milton G. Bohrod, pathologist and 
director of laboratories, Rochester General Hospital, Rochester, 
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N. Y., will serve as moderator. Cocktails at 5:30 p. m. will pre- 
cede dinner, 6:30 p. m., at the University Club, 924 E. Wells St., 
Milwaukee. Dr. John Z. Bowers, dean, University of Wisconsin 
Medical School, Madison, will speak on “Changing Concepts in 
the Teaching of the Basic Sciences.” 


GENERAL 

Meeting of Teachers of Preventive Medicine.—The 13th annual 
meeting of the Association of Teachers of Preventive Medicine 
will be held in Atlantic City, N. J., Nov. 11. The first session at 
the Hotel Ambassador, 9 a. m., will include the following round 
tables: 

Clinical Preventive Medicine, Glen R. Leymaster, Salt Lake City, chairman. 
Epidemiology, John P. Fox, New Orleans, chairman. 

Medical Care, Milton Terris, Buffalo, chairman. 

Occupational Medicine, Jean S. Felton, Oklahoma City, chairman. 

Public Health, Ray E. Trussell, New York, chairman. 

Rehabilitation, Rodney R. Beard, San Francisco, chairman. 

Statistics, George F. Badger, Cleveland, chairman. 


Dr. Duncan W. Clark, Brooklyn, N. Y., president, will preside 
over the second session at the Ritz Carlton Hotel, 2-5 p. m., 
when a panel will be presented on “Family Study and Care in 
Medical Education.” Participants will include Dr. E. M. Holmes 
Jr., Richmond, Va.; Dr. John P. Hubbard, Philadelphia; Dr. 
John H. Kennell, Cleveland; J. Garth Johnson, Ph.D., Albany, 
N. Y.; Dr. George G. Reader, New York; and Dr. Robert E. 
Shank, St. Louis. At the dinner session, 6:30 p. m., Dr. Leona 
Baumgartner, New York, will speak on “Experiences in India” 
and Dr. John R. Paul, New Haven, Conn., will discuss “Experi- 
ences in the Soviet Union.” 


Electrical Techniques in Medicine and Biology.—The ninth an- 
nual Conference on Electrical Techniques in Medicine and 
Biology, sponsored by the American Institute of Electrical En- 
gineers, the Institute of Radio Engineers, and the Instrument 
Society of America, will be held at the Governor Clinton Hotel, 
New York City, Nov. 7-9. A panel discussion on “Instrumenta- 
tion for Cardiology,” under the chairmanship of Dr. Lee B. 
Lusted, Bethesda, Md., will be presented Wednesday morning. 
Papers will include “A Cathode-Ray Cardiograph” and “High 
Voltage Condenser Discharge as a Means of Cardiac Resuscita- 
tion in Ventricular Fibrillation.” The afternoon session will in- 
clude a panel on “Methods and Standards for Measurement of 
Electron Beams,” with Dr. John Laughlin, New York, as chair- 
man. “The Philosophy Underlying Radiation Protection” will be 
presented that evening by Lauriston S. Taylor, Ph.D., chief, 
division of atomic and radiation physics of the National Bureau 
of Standards, Washington, D. C. A field trip to Brookhaven 
National Laboratory, Upton, Long Island, N. Y., is scheduled 
for Thursday. Friday morning a panel discussion will be con- 
cerned with “Design of Instruments for Research in Artificial 
Respiration.” Papers to be delivered during the afternoon ses- 
sion on instrumentation in medicine and biology will include 
“Artificial Respiration Control” and “A New Type of Electro- 
encephalograph Wave Analyser.” 


Annual Military Surgeons Convention.—The 63rd annual con- 
vention of the Association of Military Surgeons will be held at 
the Statler Hotel, Washington, D. C., Nov. 12-14. The theme of 
the meeting will be “The Expanding Horizons of Military Medi- 
cine.” The presidential address will be delivered Monday, 9:15 
a. m., by Rear Adm. Winfred P. Dana, M.C., U. S. Navy, 
assistant chief for aviation and operational medicine and research 
and medical military specialties, bureau of medicine and surgery, 
Department of the Navy, Washington, D. C. Detlev W. Bronk, 
Ph.D., president, National Academy of Sciences, Washington, 
D. C., will be the guest speaker at the morning session. An 
international luncheon will be held Tuesday, 1:30 p. m.; Adm. 
Arthur W. Radford, U. S. Navy, chairman, Joint Chiefs of Staff, 
Washington, D. C., will be the guest speaker. Meeting on Tues- 
day will be the dental, veterinary, sanitary engineering, and 
medical specialist sections. The latter section, meeting at 3 p. m., 
will include discussion of “Medical Research Today” by Dr. 
Stuart M. Sessoms, assistant director, Clinical Center, National 
Institutes of Health, Bethesda, Md., and a panel on “Medical 
Research in Total Research Hospital Setting and Its Impact on 
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the Nutrition, Physical Therapy, and Occupational Therapy 
Services,” with Dr. John L. Fahey, general medicine branch, 
National Cancer Institute, Bethesda, Md., as a participant. The 
sustaining membership and nursing sections will meet on 
Wednesday. 


Meeting of Inhalation Therapists.—The annual meeting and lec- 

ture series of the American Association of Inhalation Therapists 

will be held at the Park Sheraton Hotel, New York, Nov. 12-16. 

Physicians will make the following presentations: 

Pressure Breathing, Peter A. Theodos, Philadelphia. 

Inhalation Therapy in Controlling Diseases of the Chest, Edwin R. Levine, 
Chicago. 

Resuscitation: Including the Cardiac Arrest Problem, Virginia Apgar, New 
York. 

Physiologic Basis of Inhalation Therapy, Alvan L. Barach, New York. 

Aerosol Therapy, Hylan A. Bickerman, New York. 

Bronchial Drainage: Including Exsuffiation, Gustav J. Beck, New York. 

Inhalation Therapy in Acute Obstructive Diseases, Albert H. Andrews Jr., 
Chicago. 

Bronchiolitis and Pneumonia in Infants and Children, Milton I. Levine, 
New York. 

Inhalation Therapy in the Treatment of Smoke, Gas, and Fume Poisoning, 
Maurice S. Segal, Boston. 

Oxygen Therapy and Prevention of Retrolental Fibroplasia, Charles U. 
Letourneau, Chicago. 

Qualifications for Inhalation Therapists, Edwin Emma, New York. 

Tent Therapy, Alvis E. Greer, Houston, Texas. 

Organizing an Inhalation Therapy Department, Gordon M. Wyant, Saska- 
toon, Saskatchewan, Canada. 


Field trips have been arranged to the headquarters of the emer- 
gency service division of the New York City Police Department, 
Tuesday, 7:30 p. m., and to the Presbyterian Medical Center, 
Wednesday, 7:30 p. m. At 12:30 p. m. Friday, Drs. Greer, 
Wyant, and Vincent J. Collins, New York, will participate in a 
panel entitled “Selling the Hospital Administrator on an In- 
halation Therapy Department.” 


Chest Physicians Meeting.—The Potomac and Southern chapters 

of the American College of Chest Physicians will hold a joint 

meeting at the Shoreham Hotel, Washington, D. C., Nov. 11-12. 

Single-author presentations will include: 

Pulmonary and Metabolic Aspects of Cystic Fibrosis ( Mucoviscidosis ), Paul 
A. di Sant’Agnese, New York. 

Current Status of the Pneumonias, Robert C. Austrian, New York. 

Pathogenesis and Treatment of Peripheral Vascular Collapse Associated with 
Fulminant Diffuse Pulmonary Infiltrations, Donald W. Seldin, Dallas, 
Texas. 

Application of Hypothermia in the Correction of Cardiovascular Lesions, 
Major Edward J. Jahnke Jr., Washington, D. C. 

Severe Crushing Injuries of the Chest: A New Method of Treatment, 
Edward E. Avery, Chicago. 

Features and Significance of Hypertrophic Osteoarthropathy, James F. 
Hammarsten, Oklahoma City. 

Ten Years of Tuberculosis Surgery, J. Maxwell Chamberlain, New York. 

——— Aspects of the Surgery of Tuberculosis, James D. Murphy, 

altimore. 


At 12 noon Sunday, Dr. William F. Miller, Dallas, Texas, will 
serve as moderator for a panel entitled “Physiologic Therapy of 
Bronchopulmonary Disease,” for which the participants will be 
Drs. Alvan L. Barach, New York, and Maurice S. Segal, Boston. 
Drs. Otto C. Brantigan and Ross L. McLean, Baltimore, and Sol 
Katz, Washington, D. C., will participate in an x-ray conference 
at 4 p. m., moderated by Dr. Charles N. Davidson, Baltimore. 
A cocktail party at 6 p. m. (courtesy of the Potomac chapter) 
will precede the banquet ($6.50, including gratuity and tax). 
The third Paul Turner Memorial Lecture (sponsored by the 
Southern chapter) will be presented at 8:15 p. m. by Dr. O. 
Theron Clagett, Rochester, Minn., who will discuss “Carcinoma 
of the Lung.” 


Southern Medica: Association.—The golden anniversary meeting 
of the Southern Medical Association will be held at the Sheraton- 
Park Hotel, Washington, D. C., Nov. 12-15 (30 hours credit, 
American Academy of General Practice). The program Monday 
will be opened by Dr. Ralph M. Caulk, president, Medical So- 
ciety of the District of Columbia, and will include 15 presenta- 
tions by Washington physicians, in addition to a panel discussion 
entitled “Preoperative Evaluation and Choice of Anesthesia in 
Surgical Patients with Reduction of Circulatory Reserve,” Dr. 
William E. Bageant, Washington, D. C., moderator. The first 
general session at the Mayflower Hotel, Monday, 8 p. m., will 
include the presidential address by Dr. W. Raymond McKenzie, 
Baltimore, and presentation of the Certificate of Meritorious 
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Service to Dr. Margaret M. Nicholson, Washington, D. C., and 
the John Benjamin Nichols award to Mr. Joseph H. Himes, 
Washington, D. C. At the second general session Wednesday, 
8 p. m., Dr. David B. Allman, Atlantic City, N. J., President- 
Elect, American Medical Association, will deliver an address 
entitled “Who Will Carry the Torch?” A Geriatrics Symposium 
will be held Thursday, 9 a. m. at the Sheraton, with Dr. Milford 
O. Rouse, Dallas, Texas, as moderator. More than 300 papers 
will be presented during the assembly, which includes 20 section 
meetings. Twenty motion pictures will be shown Tuesday, 
Wednesday, and Thursday. The Southern Flying Physicians will 
hold a luncheon and scientific program Tuesday at the May- 
flower Hotel. The preliminary program lists 19 medical schools 
that will hold alumni and fraternity reunions during the meeting. 
The annual golf tournament will be held at the Kenwood Golf 
and Country Club, Bethesda, Md., Monday. 


Association of American Medical Colleges.—The 67th annual 
meeting of the Association of American Medical Colleges will be 
held at the Broadmoor Hotel, Colorado Springs, Colo., Nov. 
12-14, Preconference meetings of the standing committees will 
be held on Sunday, Nov. 11. Copies of the annual reports of 
these committees will be presented to each person as he regis- 
ters, and open hearings on them will be held at 4:00 p. m. on 
Monday. Dr. Robert A. Moore, president of the association, will 
present his address on Monday, 9:30 a. m. At the annual dinner 
Monday evening, the Borden award will be presented and 
Adolph W. Schmidt, president of the A. W. Mellon Educational 
and Charitable Trust, will present an address. On Monday and 
Tuesday afternoons, 2:00 p. m., the general subject for discussion 
will be “Experiments in Medical Education,” for which a number 
of speakers have been assigned special topics. On Wednesday, 
9:00 a. m., Drs. John Z. Bowers and Robert C. Parkin, 
Madison, Wis., will discuss “A “Twenty-Eight Year’ Experiment 
in Preceptorial Medical Education”; Horace A. Page, Ph.D., 
Madison, Wis., “Description of a Study Designed to Evaluate 
Preceptorial Experience and Its Relation to the Plans, Skills and 
Attitudes of Senior Medical Students”; Drs. Henry J. Bakst and 
William Malamud, Boston, “Combined Teaching in Human 
Ecology”; Dr. Eugene A. Hargrove, Chapel Hill, N. C., “An In- 
troduction to Clinical Medicine in the First Year”; and Granger 
Westberg, Chicago, “Religious Aspects of Medical Teaching.” 
Some 15 papers will be read by title. A program of activities for 
the ladies has been arranged. For details of short tours in the 
mountains and elsewhere consult with Miss Allyn at the regis- 
tration desk. 


Gerontological Society Meeting.—The ninth annual scientific 
meeting of the Gerontological Society will be held at the Hotel 
Hamilton, Chicago, Nov. 8-10 under the presidency of Dr. 
William B. Kountz, St. Louis. The general session Thursday, 
under the chairmanship of Dr. Emmet B. Bay, Chicago, will con- 
sist of a panel on Progress in Gerontology and will include pres- 
entation of “Progress in Social Work and Administration” by 
Mrs. Elizabeth Breckinridge, Chicago; “Progress in the Biological 
Sciences” by Dr. George E. Wakerlin, Chicago; and “Progress 
in the Psychological and Social Sciences” by Ward C. Halstead, 
Ph.D., Chicago. The sections on biological scicnces, clinical 
medicine, psychological and social sciences, and social work and 
administration will hold simultaneous meetings, Thursday, 
2-4:30 p. m.; Friday and Saturday, 9:30-12 noon. The section on 
clinical medicine will present a clinic at Passavent Memorial 
Hospital, Friday, and the meeting Saturday will include a sym- 
posium moderated by Dr. Thomas H. McGavack of New York. 
The Friday session of the section on psychological and social 
sciences will consist of a symposium entitled “Assessment of 
Mental Health in the Elderly,” under the chairmanship of Dr. 
Ewald Busse, Durham, N. C. The Thursday meeting of the 
section on social work and administration will consist of a panel 
on “Senile Patients and Their Care,” and the Friday session will 
include a panel on “Adult Boarding Homes and Their Place in 
Community Resources for Older People.” “Planning Education 
and Recreation Programs for Older People” will be the title of 
the social work section panel on Saturday. The evening session 
Thursday, 8 p. m., includes an illustrated lecture “Aging in the 
Atomic Age.” The general session Friday, 2-5 p. m., will consist 
of a symposium on “Education for Maturity,” moderated by Dr. 
Edward J. Stieglitz, Washington, D. C. Cocktails at 6 p. m. will 
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precede the annual dinner, 7:15 p. m., in the Grand Ballroom. 
Dr. Kountz will discuss “Gerontology Comes of Age,” and “An 
American Doctor's View of Soviet Medicine” will be presented 
by P. W. Schafer, director of the television division, Walter Reed 
Army Medical Center, Washington, D. C. 


Obstetricians and Gynecologists Meeting.—The American Col- 
lege of Obstetricians and Gynecologists will hold its fifth annual 
meeting at the Palmer House, Chicago, Nov. 7-9. Papers to be 
presented at the general sessions will include: 


A New Approach to Surgical Correction of Enterocele, Milton L. McCall, 
New Orleans. 

Menstruation, R. F. Vollmann, Chicago. 

The Problem of Therapeutic Abortion in a Large General Hospital, Alan F. 
Guttmacher, New York. 

Total Hysterectomy at the Time of Caesarean Section and in the Immediate 
Puerperium, Isadore Dyer, New Orleans. 

The Pre-Diabetic State, Elsie R. Carrington, Philadelphia. 

Use of Hypotensive Drugs in Obstetric Toxemia, F. Bayard Carter and 
Walter Cherny, Durham, N. C. 

Struma Ovarii—Demonstrating Pathologic Change or Physiologic Activity, 
J. Donald Woodruff, Baltimore. 

The Value of Cytology in the Follow-Up of Treated Carcinoma of the 
Cervix, J. Edward Hall, Brooklyn. : 

Closure of the Incompetent Cervix During Pregnancy, Robert H. Barter, 
James A. Dusbabek, and Lieut. Col. Humbert L. Riva, Washington, D. C. 

Localization of the Placental Site by Means of Radioactive Isotope, Arthur 
Weinberg, Far Rockaway, New York. 

New Treatment for the Surgically Ligated Ureter, Jack H. Kamholz, David 
D. Reisman, and Herman I. Kantor, Dallas, Texas. 

Use of Cortisone as a Preoperative Measure in the Treatment of Vesico- 
vaginal and Rectovaginal Fistulae, Frederick B. Jones, New Orleans. 

Use of a Carbonic Anhydrase Inhibitor in the Control of Pregnancy Edema, 
Clarence C. Briscoe, Philadelphia. 

Study of Thyroid Function During Pregnancy with Relationship of BMR, 
PBI, and Radioactive Iodine Uptake During Pregnancy and Immediate 
Puerperium, D. Frank Kaltreider, Baltimore. 


Various round tables will be held Wednesday, 11 a. m. and 
2 p. m.; Thursday, 2 p. m.; and Friday, 11:15 p. m. Breakfast 
conferences will be held Thursday and Friday at 7:30 a. m. A 
king-size round table on “Athrophic Diseases of the Vulva” will 
be held Thursday at 2 p. m. The president’s reception will 
precede the annual banquet (tickets $10; dress optional ) Thurs- 
day evening. Panel discussions during the meeting will include 
Obstetrical Anesthesia, Wednesday, 4 p. m. (Dr. J. Robert 
Willson, Philadelphia, chairman); Diseases of the Breast as 
Related to Pregnancy and Lactation, Thursday, 9 a. m. (Dr. 
Herbert E. Schmitz, Chicago, chairman); and Current Concepts 
of the Role of the Obstetrician in Child Adoption, Friday, 9 a. m. 
(Dr. Charles S. Stevenson, Detroit, chairman). “The Treatment 
of Procidentia by Vaginal Hysterectomy and Repair” will be the 
title of a motion picture symposium Wednesday at 8 p. m. 


Annual Public Health Association Meeting.—The 84th annual 

meeting of the American Public Health Association and 40 re- 

lated organizations will be held at Convention Hall, Atlantic 

City, N. J., Nov. 12-16 under the presidency of Ira V. Hiscock, 

M.P.H., New Haven, Conn. The first part of the association sym- 

posium, “How Are We Doing in Public Health?” will be held 

Monday, 10:30 a. m., and the second part will be presented 

Friday at 2:30 p. m. at the Ambassador Hotel. Dr. John D. 

Porterfield, Columbus, Ohio, will preside over the meeting of 

the health officers, mental health, and public health nursing sec- 

tions Monday, 2:30 p. m., which will include a symposium on 
the Health Officers’ Mental Health Responsibilities: Present and 

Future. Presentations will include: 

Public Health Nurse’s Role in the Hospitalization of Mental Patients and 
Their Follow-Up After Discharge from the Hospital, Guy V. Rice, 
Atlanta, Ga. 

An Experiment in the Administration of a Local Mental Health Program: 
The New York Community Health Act, Robert H. Broad, Ithaca, N. Y. 

Efforts to Define and Help the Health Officer Fulfill His Role in Mental 
Health Programs, Roger W. Howell, John W. R. Norton, and Calvin C. 
Applewhite, Raleigh, N. C. 


The meeting of the medical care and occupational health sec- 
tions, and the Association of Labor Health Administrators, Tues- 
day, 2:30 p. m., will include a panel on “Medical Care for Indus- 
trial Workers.” Wednesday at 2:30 p. m. the Public Health 
Cancer Association will discuss “The Place of the Specialized 
Hospital in the Cancer Picture,” which will be moderated by Dr. 
John R. Heller Jr. Dr. Ian Macdonald will serve as moderator for 
a panel on “The Place of the American Cancer Society in the 
Cancer Program” Thursday, 9:45 a. m., during the second ses- 
sion of the Public Health Cancer Association. The mental health 
and public health nursing sections, and the committee on public 
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health of the American Psychiatric Association, will hold a round 
table on the widespread use of tranquilizing drugs, Thursday, 
2:30 p. m. A panel discussion on chronic disease and rehabilita- 
tion will be presented Friday, 9:45 a. m. by the health officers 
and medical care sections. 

Organizations scheduled to meet simultaneously include the 
American School Health Association, Association of Business 
Management in Public Health, Commissioned Officers Associa- 
tion of the U. S. Public Health Service, Conference of State and 
Provincial Public Health Laboratory Directors, American Asso- 
ciation of Hospital Consultants, Association of Labor-Manage- 


ment Medicai Care Program Administrators, American Association ~ 


of Public Health Physicians, National Association of Sanitarians, 


- American College of Preventive Medicine, Association of Schools 


of Public Health, and National Citizens’ Committee for the 
World Health Organization. 


Meeting on Sterility.—The sixth annual meeting of the Pacific 
Coast Fertility Society, formerly known as the Western Branch 
of the American Society for the Study of Sterility, will be held 
Nov. 8-11 at the E] Mirador Hotel in Palm Springs, Calif. Dr. 
Robert B. Greenblatt of the Medical College of Georgia, Augusta, 
Ga., will report on “The Value of Chromosomal Sex Determina- 
tion in Amenorrheic Patients” and “Endocrinopathies and In- 
fertility.” Dr. Edward C. Reifenstein Jr., New York, will describe 
the use of new hormone preparations in the treatment of abor- 
tion. Other topics include the clinical use of frozen semen, en- 
dometritis, and surgery in infertility. A major aspect of the 
discussions will involve correlation of recent laboratory investi- 
gations with clinical problems. Portions of the program are 
planned for the specialist as well as for the general practitioner 
who seeks additional basic information concerning the problem 
of sterility. Registration, open to all interested physicians and 
research workers, may be made locally by communicating with 
the Secretary-Treasurer, Dr. Edward T. Tyler, 10911 Weyburn 
Ave., Los Angeles 24. The registration fee is $10. 


LATIN AMERICA 

Meeting of Angiology Society.—The third meeting of the Latin 
American chapter of the International Society of Angiology will 
be held in Havana, Cuba, Nov. 8-11, with headquarters at the 
Hotel Rosita de Hornedo and Teatro Blanquita. The scientific 
program includes three plenary round-table sessions in which the 
following subjects will be discussed: the actual state of anti- 
coagulant therapy, aneurysms and obliterant diseases of the 
aorta, and venous thrombosis of the lower limbs and its sequelae. 
Four sessions will be devoted to the presentation of papers, and 
three lectures will be given in the field of continental angiology. 


Surgeons Meeting in Mexico City.—The 12th National Assembly 
of Surgeons will be held in Mexico City, Nov. 11-17, and will be 
divided into the following categories: scientific, technical, post- 
graduate courses, scientific and commercial exhibits, color tele- 
vision, and medical and surgical films. Meeting simultaneously 
under the auspices of the assembly will be the second Congress 
on Internal Medicine, sixth Mexican Congress on Anesthesiology, 
fifth National Congress of Transfusion and Hematology, fourth 
National Congress on Orthopaedics and Traumatology, and the 
first National Congress on the Rehabilitation of Invalids. 


CORRECTIONS 

Hospital News.—The item entitled “Hospital News” in THE 
Journat of Sept. 8, 1956, page 124, should have read as follows: 
“Lenox Hill Hospital has established an allergy service within 
the department of medicine with Dr. Laurence Farmer as at- 
tending physician.” 


Treatment of Porphyria.—In THe JourNat, Sept. 15, 1956, page 
174, the last sentence in the first paragraph of small type under 
Case 1, the use of Dr. D. S. Morris’ name was an error. The 
senior author of this paper writes that the sentence should have 
read as follows: “The diagnosis of porphyria was made by Dr. 
B. F. Martin of Winston-Salem, N. C., who referred the patient 
to us.” 


Correspondent’s Name Misspelled.—In the letter to the Editor 
entitled “Androgen Therapy” in THE JouRNAL, Oct. 6, 1956, page 
600, the name “Gordon” was misspelled once in the body of the 
letter and again in the signature. A second “o” was used in these 
places, while the name should have been spelled “Gordan.” 


| 


| 
N 
N 
ic 
| 
al 
ar 
di 
| in 
qi 
| ea 
| ‘ Ww! 
tic 
Ri 
Te 
be 
ge 
| 


Vol. 162, No. 10 


GOVERNMENT SERVICES 


ATOMIC ENERGY COMMISSION 


Life Science Research Contracts.—-The U. S. Atomic Energy 
Commission announced, Sept. 25, the award of 48 unclassified 
life science research contracts in the fields of medicine, biology, 
biophysics, radiation instrumentation, and special training. The 
contracts were awarded to universities and private institutions 
as part of the AEC’s policy of fostering research and develop- 
ment in fields related to atomic energy as specified in the Atomic 
Energy Act of 1954, and as amended in 1956. Twenty-one of 
the awards, each of which covers a period of one year, are new 
projects; of these, 5 are in the field of medicine, 12 in biology, 
one in biophysics, and 3 in special training. Twenty-seven con- 
tract renewals for one year were awarded to allow for continua- 
tion of research already in progress. Fourteen of these are in the 
medical sciences, 10 in biology, 2 in biophysics, and one in 
radiation instrumentation. 


AIR FORCE 


Captain Woodmansee Assigned to Academy.—Capt. Terrell R. 
Woodmansee, a World War II Navy pilot who became an Air 
Force medical officer and just graduated from the School of 
Aviation Medicine at Randolph Air Force Base, San Antonio, 
Texas, has been appointed flight surgeon of the Air Force 
Academy, quartered temporarily at Lowry Air Force Base, Den- 
ver, while its new establishment is being built at Colorado 
Springs, Colo. He will be responsible for the health of academy 
professors and their dependents, as well as of the cadet corps. 
Though few of his youthful charges at the academy will be 
pilots, one of Dr. Woodmansee’s duties will be to pass on their 
fitness to take part in orientation flights. At the same time, he 
expects to be a resident in surgery at Fitzsimons Army Hospital 
in Denver. 


ARMY 


General Wilson Retires.—Brig. Gen. William L. Wilson retired 
on Sept. 30 after more than 30 years of service in the Army 
Medical Corps. He graduated from the Army Medical School, 
the Army Industrial College, the Army War College, and in 
1947 from Johns Hopkins University with the degree of master 
of Public Health. For the past year he has been the.commandant 
at the Madigan.Army Hospital, Tacoma, Wash. He is a founder 
and diplomate of the American Board of Preventive Medicine 
and Public Health. He has been awarded the Legion of Merit 
with Oak Leaf Cluster, the U. S. Army Typhus Commission 
medal, the Army Commendation ribbon, the French Officer of 
the Order of Public Health, and the Belgium Officer of the 


Crown. 


NAVY 


New Research Unit in Taiwan. —The newest of the Navy’s med- 
ical research facilities is located in Taipei on the National Tai- 
wan University Hospital Compound. Construction work was in- 
augurated on June 22, 1956, and it should be completed by Dec. 
15. Its mission is “to provide through medical research, essential 
and currently unavailable information on diseases and medical 
disorders of potential military significance endemic or epidemic 
in the Far East, and to provide the biological knowledge re- 
quired for controlling the animal and insect vectors of area dis- 
eases.” The unit, housed in a four-story brick building provided 
by the Chinese government on a 20-year lease to the U. S. Navy, 
will be staffed with U. S. naval scientists working in collabora- 
tion with their Chinese colleagues. 


VETERANS ADMINISTRATION 


Radiologist Needed._The Veterans Administration Medical 
Teaching Group Hospital, Memphis 15, Tenn., is in need of a 
board-certified or board-eligible radiologist. This 1,215-bed 
general medical and surgical hospital has a residency program 


with 55 residents in all medical specialties. Every full-time 
physician has teaching assignments. The salary begins at $8,990 
to $11,610 per year, depending upon the qualifications of the 
applicant, and 25% is added to this salary for board certification. 
Those interested should write Dr. C. C. Woods, manager of this 
hospital. 


Residencies Available.—The Fort Howard VA Hospital has a 
number of vacancies in approved residency programs in internal 
medicine, general surgery, urology, and dermatology. It is a 
deans committee hospital affiliated with Johns Hopkins Univer- 
sity and the University of Maryland. Address inquiries to: Dr. 
W. Wilson Schier, Director, Professional Services, VA Hospital, 
Fort Howard, Md. 


PUBLIC HEALTH SERVICE 


Armed Forces Library Transferred to Public Health Service.— 
One of the largest and most important medical libraries in the 
world, the Armed Forces Medical Library in Washington, D. C., 
was transferred Oct. 1 to the U. S. Public Health Service. During 
ceremonies, the library was officially turned over to the PHS 
by Dr. E. H. Cushing, deputy assistant secretary of health and 
medical affairs, Department of Defense, and was accepted by 
Dr. Leroy E. Burney, surgeon general of the Public Health 
Service. Dr. L. T. Coggeshall, special assistant for health and 
medical affairs, represented the Secretary of Health, Education, 
and Welfare. The Armed Forces Medical Library was founded 
in 1836 as the Library of the Surgeon General’s Office, U. S. 
Army. Today it contains almost a million volumes, representing 
literature on medicine, dentistry, pharmacy, and allied sciences 
in all languages and of all times. 

The National Library of Medicine Act, signed by President 
Eisenhower on Aug. 3, establishes a national library of medicine 
in the Public Health Service “to assist the advancement of medi- 
cal and related sciences and to aid the dissemination and ex- 
change of scientific and other information important to the 
progress of medicine and to public health.” The Armed Forces 
Medical Library will form the nucleus of the National Library. 
In administering the National Library of Medicine, the surgeon 
general of the Public Health Service will be assisted by a board 
of regents consisting of 10 persons to be appointed by the 
President and confirmed by the Senate. Ex officio members of 
the board will be the surgeons general of the Public Health 
Service, the Army, the Navy, and the Air Force; the chief 
medical director of the department of medicine and surgery of 
the Veterans’ Administration; the assistant director for biological 
and medical sciences of the National Science Foundation; and 
the librarian of Congress. Col. Frank B. Rogers, director of the 
Armed Forces Medical Library, will be director of the National 
Library of Medicine. The National Library of Medicine Act also 
authorizes the construction of adequate facilities to house the 
library on a site to be selected by the surgeon general of the 
Public Health Service at the direction of the board of regents. 


Program to Relieve Personnel Shortage.—The Public Health 
Service reported Oct. 1 that almost 1 million dollars have been 
awarded to schools and individuals under a new public health 
training program, authorized by Congress on July 23. The 
Public Health Service has sent out notifications to the schools, 
reviewed applications, and notified recipients of awards so the 
program could go into effect for the fall semester. On completion 
of their studies, most of the public health trainees will be em- 
ployed in state and local health departments to help relieve the 
personnel shortage that has prevented many areas from making 
full use of modern knowledge about the prevention and control 
of disease. 

Under the awards, 130 nurses are being trained for public 
health nursing positions through grants to 32 schools of nursing. 
Grants to nine schools of public health are providing training 
for 42 students who are specializing in public health activities 
other than nursing. Training grants were awarded directly by 
the Public Health Service to 89 persons: 7 physicians, 6 dentists, 
5 dental hygienists, 39 sanitary engineers and other sanitation 
specialists, 3 veterinarians, 5 nutritionists, 18 health educators, 
and 6 persons from other professions concerned with public 
health. 
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DEATHS 


Davidoff, Eugene © Schenectady, N. Y.; born in New York City 
May 11, 1901; State University of Iowa College of Medicine, 
Iowa City, Iowa, 1927; associate professor of psychiatry at Al- 
bany (N. Y.) Medical College; at one time on the faculty of the 
Syracuse (N. Y.) University College of Medicine, specialist certi- 
fied by the American Board of Psychiatry and Neurology; mem- 
ber of the American Psychiatric Association and the American 
Psychopathological Association; associated briefly with Willard 
(N. Y.) State Hospital before becoming clinical director at Craig 
Colony, Sonyea, in 1943; during World War II joined the armed 
forces as a lieutenant colonel and finally served in this capacity 
as chief neuropsychiatrist for the Veterans Administration at 
Watervliet; at one time in charge of the mental hygiene clinic at 
Syracuse (N. Y.) Psychopathic Hospital; child psychiatrist of 
Ellis Hospital; joint author with Elinor S, Noetzel of a book 
entitled “The Child Guidance Approach to Juvenile Delin- 
quency”; died while vacationing at Cape Cod, Mass., July 23, 
aged 55, of a heart attack. 


Falconer, Ernest Henry ® San Francisco; born in Pardeeville, 
Wis., May 19, 1883; McGill University Faculty of Medicine, 
Montreal, Quebec, Canada, 1911; clinical professor of medicine 
emeritus at the University of California School of Medicine, 
where in 1921 he became chief of the blood clinic, which he 
had established; fellow and long governor for Northern Cali- 
fornia of the American College of Physicians, appointed to its 
board of regents in 1947 and made first vice-president in 1950; 
during World War I was with Base Hospital 30, the University 
of California Unit, in France; specialist certified by the American 
Board of Internal Medicine; consultant in hematology, Franklin 
Hospital and Children’s Hospital; visiting physician at the Uni- 
versity of California Hospital; on May 27, 1953, the McGill 
University in Montreal, Quebec, Canada, conferred on him an 
honorary LL.D degree; died in Los Gatos, Aug. 11, aged 73. 


Spitz, Sophie ® New York City; born in Nashville, Tenn., Feb. 
4, 1910; Vanderbilt University School of Medicine, Nashville, 
Tenn., 1932; specialist certified by the American Board of Pa- 
thology; member of the American Association of Pathologists and 
Bacteriologists and the American Society of Clinical Pathologists; 
assistant professor of pathology at the Sloan-Kettering division 
of Cornell University Medical College; formerly assistant med- 
ical examiner of New York City; during World War II was with 
the Army Institute of Pathology, now the Armed Forces Institute 
of Pathology; joint author of “Pathology of Tropical Diseases”; 
director of the pathology department, New York Infirmary for 
Women and Children; assistant attending pathologist at Me- 
morial Center for Cancer and Allied Diseases, where she died 
Aug. 10, aged 46, of recurrent carcinoma of the colon. 


Harney, Charles Harrison, Sewickley, Pa.; born in Lexington, 
Ky., July 11, 1900; Columbia University College of Physicians 
and Surgeons, New York City, 1929; member of the Tennessee 
State Medical Association; certified by the National Board of 
Medical Examiners; specialist certified by the American Board 
of Surgery; fellow of the American College of Surgeons; veteran 
of World Wars I and II; retired from the Veterans Administration 
Sept. 30, 1953; formerly chief of the surgical service of the 
Veterans Administration Hospital in Mountain Home, Tenn.; 
served on the staffs of the Bryn Mawr (Pa.) Hospital and the 
Pennsylvania and Jefferson Medical College hospitals in Phila- 
delphia; died July 6, aged 55, of coronary thrombosis. 


Rabil, Pierre Jamil, Washington, D. C.; born Oct. 25, 1912, Uni- 
versity of Montreal Faculty of Medicine, Montreal, Quebec, 
Canada, 1938; served on the faculty of his alma mater and McGill 
University in Montreal, Quebec, Canada, where he was on the 
staff of the Hopital Ste. Jeanne d’Arc; assistant professor of sur- 
gery at Georgetown University School of Medicine; a lieutenant 
colonel in World War II, served with the Army in the European 
Theater and was awarded the Bronze Star, the Purple Heart, and 
the French Legion of Honor and Croix de Guerre; on the staff of 
the Georgetown University Hospital, where he died July 23, aged 
43. 


@ Indicates Member of the American Medical Association. 


Sharlit, Herman, New York City; born in New York City May 2, 
1892; Cornell University Medical College, New York City, 1917; 
associate professor of clinical dermatology and syphilology at 
the New York Post-Graduate Medical School; formerly on the 
faculty of University and Bellevue Hospital Medical College; 
specialist certified by the American Board of Dermatology and 
Syphilology; member of the Medical Society of the State of New 
York, American Dermatological Association, and the American 
Academy of Dermatology and Syphilology; died while vacation- 
ing in Atlantic City, N. J., July 12, aged 64, of cerebral throm- 
bosis. 

Molloy, James Patrick, Houston, Texas; born in Chicago in 
1895; Johns Hopkins University School of Medicine, Baltimore, 
1921; clinical associate professor of psychiatry at Baylor Uni- 
versity College of Medicine; at one time on the faculty of Loyola 
University School of Medicine in Chicago, where he was once 
clinical director of the Institute of Juvenile Research; fellow of 
the American Psychiatric Association; on the staffs of St. Joseph’s, 
Methodist, and Montrose hospitals; member of the board of trus- 
tees of Hedgecroft Hospital and Clinic; died July 21, aged 61, 
of cerebral thrombosis. 


Shuman, John William, Sr., Santa Monica, Calif.; University of 
Pittsburgh School of Medicine, Pittsburgh, 1910; specialist 
certified by the American Board of Internal Medicine; fellow of 
the American College of Physicians; an associate member of the 
American Medical Association; veteran of World Wars I and II; 
served as consultant in medicine, Presbyterian Hospital—Olm- 
sted Memorial in Los Angeles; senior attending physician, emer- 
itus, Los Angeles County Hospital; formerly on the staff of the 
Veterans Administration Center in West Los Angeles; died Aug. 
4, aged 71, of carcinoma of the bladder. 


Akin, William Edwin, Jr., Paintsville, Ky.; University of Louis- 
ville School of Medicine, Louisville, 1931; fellow of the American 
College of Surgeons; veteran of World War II; past-president of 
the Johnson County Medical Society; an associate member of the 
American Medical Association; died in the Veterans Administra- 
tion Hospital, Louisville, Aug. 2, aged 54, of cerebral thrombosis 
and femoral artery occlusion. 


Ayers, Thomas Fred ® San Francisco; University of California 
School of Medicine, San Francisco, 1920; served an internship 
and residency at Santa Clara County Hospital in San Jose; died 
June 21, aged 69, of hypertension and arteriosclerotic heart 
disease. 


Baker, William Pope, Atlanta, Ga.; Emory University School of 
Medicine, Emory University, 1920; an associate member of the 
American Medical Association; fellow of the American College 
of Physicians; died July 11, aged 62. 


Barber, Ira Zelna, Princeton, Ky.; University of Louisville Medi- 
cal Department, Louisville, 1905; served as city and county 
physician; died June 17, aged 78. 


Barshak, Max ® New York City; University and Bellevue Hos- 
pital Medical College, New York City, 1915; died aboard the 
Grace Liner Santa Clara, Aug. 6, aged 67, en route to Venezuela. 


Bell, Firman Merrill, Grant, Neb.; Central Medical College of 
St. Joseph, Mo., 1904; an associate member of the American 
Medical Association; for many years county physician; served 
as president of the Garden-Keith-Perkins Counties Medical So- 
ciety; on the staff of the Perkins County Community Hospital; 
died Aug. 4, aged 83, of carcinoma of the colon. 


Bourne, Ulysses Grant, Sr., Frederick, Md.; Leonard Medical 
School, Raleigh, N. C., 1902; an associate member of the Amer- 
ican Medical Association; died in the Frederick Memorial Hos- 
pital July 15, aged 82, of cerebral hemorrhage. 


Breen, Adrian Louis, Farley, Iowa; L.R.C.P., London, and 
M.R.C.S., of England, 1894; served in France during World 
War I; for many years a member and for one year president of 
the school board; formerly assistant superintendent of the Inde- 
pendence (Iowa) State Hospital; died in the Xavier Hospital, 
Dubuque, July 16, aged 83, of cancer. 
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Breslin, William Aloysius ® Shenandoah, Pa.; Jefferson Medical 
College of Philadelphia, 1916; veteran of World War I; served 
in the regular U. S. Navy; past-president of the Shenandoah 
Medical Society; died July 18, aged 63, of cor pulmonale and 
congestive heart disease. 


Bromund, Emile Herman, Oberlin, Ohie; Jenner Medical Col- 
lege, Chicago, 1905; died May 12, aged 84, of nephrosclerosis 
and arteriosclerosis. 


Campbell, Isaac Augustus, Los Angeles; Kansas City (Mo.) 
Medical College, 1905; at one time health and quarantine officer 
for the United States at the Mexican port of Vera Cruz; died in 
the California Lutheran Hospital, July 30, aged 77, of carcinoma 
of the stomach, 


Carmichael, Marvin Monroe, Osage, Okla.; Mississippi Medical 
College, Meridian, 1911; at one time associated with the Indian 
Service; died July 21, aged 70. 


Coffield, Franklin Carver, Salem, Ky.; Hospital College of Medi- 
cine, Louisville, 1904; member of the Kentucky State Medical 
Association; died in Paducah July 10, aged 80. 


Cook, Thomas Wood, Allentown, Pa.; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1912; an associate 
member of the American Medical Association; fellow of the 
American College of Surgeons; on the staff of the Graduate 
Hospital of the University of Pennsylvania, Philadelphia, and 
the Sacred Heart Hospital; died July 29, aged 70, of coronary 
occlusion. 


Cowie, Helen Jean, Redwood City, Calif.; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1906; died July 15, aged 
81, of arteriosclerosis. 


Cummings, Arthur Hibbard, Mesa, Ariz.; University of Buffalo 
School of Medicine, Buffalo, 1922; member of the Medical Soci- 
ety of the State of New York; an associate member of the Amer- 
ican Medical Association; for many years district health officer 
for the New York State Health Department; during World War 
II served with the U. S. Public Health Service; served as director 
of the city health department of Portmouth, Va.; died Aug. 22, 
aged 60. 


Davis, Elijah Gillam, Champaign, IIl.; St. Louis College of 
Physicians and Surgeons, 1891; died in the Carle Memorial Hos- 
pital, Urbana, July 26, aged 87, of cerebral vascular accident. 


Davis, Robert I. @ Birch Tree, Mo.; University of Louisville 
(Ky.) Medical Department, 1909; died July 2, aged 85. 
DeLay, Eli Milton, Sulphur, Okla.; Bennett Medical College, 
Chicago, 1915; veteran ot World War I; died July 21, aged 62, 
of carcinoma of the stomach with metastases. 


Disbrow, G. Ward ® Owensboro, Ky.; University of Maryland 
School of Medicine, Baltimore, 1913; specialist certified by the 
American Board of Radiology; member of the American College 
of Radiology; past-president and secretary of the Daviess County 
Medical Society; veteran of World War I; served on the Medical 
Milk Commission in New Jersey, and was a member of the Sum- 
mit, N. J., Board of Health; on the staff of the Owensboro-Daviess 
County Hospital, where he died July 22, aged 66. 


Druckerman, Leonard James ® New York City; Cornell Univer- 
sity Medical College, New York City, 1931; specialist certified 
by the American Board of Surgery; associate attending surgeon 
at the Mount Sinai Hospital; fellow of the American College of 
Surgeons; died July 30, aged 49, of acute coronary thrombosis. 


Eastman, Henry Allen, Jamestown, N. Y.; University of Buffalo 
School of Medicine, Buffalo, 1892; died Aug. 26, aged 88. 


Enniss, Joseph, Waynesboro, Pa.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1899; an associate mem- 
ber of the American Medical Association; died June 28, aged 81, 
of hypertension and cerebral hemorrhage. 


Felker, Gertrude ® Dayton, Ohio; University of Michigan De- 
partment of Medicine and Surgery, Ann Arbor, 1901; named 
“the 1954 Woman of the Year” by the Dayton Business and 
Professional Women’s Club; said to be the first woman physician 
to practice in Dayton; a determined pioneer in promoting the 
public health of her community, starting with a safe milk cam- 
paign long before the days of pasteurization; died July 22, aged 
83, of coronary occlusion. 
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Finkelberg, Ivan Lewis @ San Bernardino, Calif.; Loyola Uni- 
versity School of Medicine, Chicago, 1916; member of the Amer- 
iean Urological Association; died July 18, aged 65. 


Fitzpatrick, Joseph W., Anchorage, Ky.; Hospital College of 
Medicine, Louisville, 1900; died July 25, aged 81. 

Fox, Norman Albright ® Greensboro, N. C.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1924; veteran of 
World Wars I and II; on the staffs of the Moses H. Cone Me- 
morial Hospital, Wesley Long Hospital, and the Piedmont Memo- 
rial Hospital; died in the Wesley Long Hospital July 17, aged 56, 
of coronary thrombosis. 


Francois, Silvain Joseph Alexander ® New Glarus, Wis.; Mar- 
quette University School of Medicine, Milwaukee, 1916; on the 
staff of St. Clare Hospital in Monroe; died July 23, aged 65, of 
coronary thrombosis. 


Giffen, John R. @ Bangor, Mich.; Willamette University Medical 
Department, Salem, Ore., 1894; for many years served on the 
school board; died in South Haven July 24, aged 85. 


Greenberg, Morris ® Forest Hills, N. Y.; New York Homeopathic 
Medical College and Flower Hospital, New York City, 1924; 
served on the faculty of his alma mater; member of the New 
York Academy of Sciences; formerly on the staffs of the Queens 
General Hospital and the Triboro Hospital of Queens Hospital 
Center in Jamaica; died in the Oneida (N. Y.) City Hospital 
Aug. 3, aged 67, of acute cerebral hemorrhage. 


Hale, Douglas McCardell, Coldspring, Texas; Tulane University 
School of Medicine, New Orleans, 1926; member of the State 
Medical Association of Texas; died July 18, aged 54, of coronary 
occlusion. 


Harvey, James Rufus @ Footville, Wis.; Milwaukee Medical 
College, Milwaukee, 1910; member of the American Academy 
of General Practice; past-president of the Rock County Medical 
Society; veteran of World War 1; on the staff of the Mercy Hos- 
pital in Janesville; a director and president of the Footville State 
Bank; died in Janesville July 19, aged 74, of chronic lymphatic 
leukemia. 


Hintze, Anne Augusta, Reading, Mass.; Woman’s Medical Col- 
lege of Pennsylvania, Philadelphia, 1903; died April 8, aged 92, 
of coronary thrombosis and arteriosclerosis. 

Hollingsworth, Albert A. @ Indianapolis; Medical College of 
Indiana, Indianapolis, 1905; on the staffs of St. Vincent’s and 
Methodist hospitals; died July 22, aged 76, of cancer. 


Holt, Russell Devereaux ® Staunton, Va.; Medical College of 
Virginia, Richmond, 1899; for many years associated with the 
Indian Service; died July 26, aged 86, probably of ventricular 
fibrillation and arteriosclerotic cardiovascular disease. 


Hoshino, Mitsuharu @ Honolulu, Hawaii; University of Texas 
School of Medicine, Galveston, 1920; president of the staff of the 
Kuakini Hospital, where he was honorary life member; a life 
member of Queen’s Hospital; died in St. Francis Hospital May 
29, aged 59, of cerebral hemorrhage. 


Kapp, Henry @ Haverhill, Mass; Tufts College Medical School, 
Boston, 1911; specialist certified by the American Board of Oto- 
laryngology; member of the American Academy of Ophthalmol- 
ogy and Otolaryngology; veteran of World War I; chairman of 
the board of trustees of the Haverhill Municipal Hospitals (Hale ) ; 
on the staff of the Haverhill Municipal Hospitals; died July 24, 
aged 66, of carcinoma of the lung. 


Kelley, Edward Joseph, Watertown, Mass.; Tufts College Medi- 
cal School, Boston, 1913; served on the teaching staff of his alma 


’ mater; for six years on the board of health, two of them as chair- 


man; for many years associate medical examiner for the seventh 
Middlesex district and school physician; served on the staffs of 
the Mount Auburn Hospital in Cambridge and the Waltham 
( Mass.) Hospital; died July 24, aged 67, of carcinoma of the 
throat and pneumonia. 


Kirkup, Norman Nelson, Detroit; University of Toronto Faculty 
of Medicine, Toronto, Ontario, Canada, 1919; died July 17, 
aged 62. 

Krombein, Walter Henry ®@ Buffalo; University of Buffalo School 
of Medicine, Buffalo, 1924; assistant professor of medicine at his 
alma mater; specialist certified by the American Board of Internal 
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Medicine; fellow of the American College of Physicians; consult- 
ant in internal medicine to the U. S. Public Health Service; on 
the staffs of St. Francis Hospital and the Buffalo General Hos- 
pital, where he died July 24, aged 55. 


Langhoff, Arthur Harry ® Mankato, Minn.; University of Min- 
nesota Medical School, Minneapolis, 1922; died June 20, aged 66. 


Liles, Nelson Pickett, Bastrop, La.; Medical College of South 
Carolina, Charleston, 1911; for many years director of the More- 
house health unit; died July 24, aged 71, of Parkinson’s disease. 


Lowry, James Cage, Dallas, Texas; Louisiana State University 
School of Medicine, New Orleans, 1955; intern, Methodist Hos- 
pital; died in Mineral Wells June 16, aged 26, in a private air- 
craft accident. 


Mangan, Edward McDonnell, Forest Hills, N. Y.; Columbia Uni- 
versity College of Physicians and Surgeons, New York City, 1947; 
member of the American Trudeau Society; served on the staffs of 
the Triboro Hospital of Queens Hospital Center and the Mary 
Immaculate Hospital in Jamaica; died April 1, aged 32. 


Martin, James William @ Omaha; Creighton University School 
of Medicine, Omaha, 1921; professor of orthopedic surgery at 
his alma mater; specialist certified by the American Board of 
Orthopaedic Surgery; member of the Clinical Orthopaedic So- 
ciety and the American Academy of Orthopaedic Surgeons; fellow 
of the American College of Surgeons; for many years on the staff 
of Creighton Memorial St. Joseph’s Hospital; died in Rochester, 
Minn., July 20, aged 60, of pulmonary edema and coronary 
sclerosis. 


Meredith, Harold Hamilton © Oakland, Calif.; Gross Medical 
College, Denver, 1899; on the staff of Peralta Hospital; died 
Aug. 6, aged 77, of coronary sclerosis. 


Metcalfe, Brice Fields, Greenville, Ohio; Medical College of 
Ohio, Cincinnati, 1899; served as secretary of the Darke County 
Medical Society; associated with the Wayne Hospital; died 
Aug. 3, aged 82, of arteriosclerosis. 


Minor, Samuel West, Hinton, Okla,; University of Tennessee 
Medical Department, Nashville, 1905; an associate member of 
the American Medical Association; died July 4, aged 84, of puru- 
lent urinary cystitis. 


Morrill, Walter LeRoy, Sterling, Neb.; Omaha Medical College, 
Omaha, 1895; served on the staff of St. Elizabeth Hospital in 
Lincoln; died in Lincoln July 27, aged 83, of arteriosclerosis. 


Moss, Daniel B., Palmyra, Mo.; Missouri Medical College, St. 
Louis, 1896; retired Sept. 15, 1938, as chief medical officer of 
the Chicago, Burlington and Quincy Railroad; at one time secre- 
tary of the American Association of Railway Surgeons; died 
July 21, aged 84. 

Mowry, Harry Dale © Ambridge, Pa.; Jefferson Medical College 
of Philadelphia, 1926; on the staff of the Sewickley Valley Hos- 
pital in Sewickley; died in Monroeville July 24, aged 54, of acute 
hemorrhagic pancreatitis and coronary artery insufficiency. 


Nevarez Izurieta, Miguel Angel ® McAllen, Texas; Universidad 
Nacional Facultad de Medicina, Mexico, D. F., 1928; died near 
Armstrong April 15, aged 51, in an automobile accident. 


’ Resmer, Norbert Joseph, Pittsburgh; Western Pennsylvania Medi- 


cal College, Pittsburgh, 1902; an associate member of the Ameri- 
can Medical Association; served as health examiner for the Mount 
Oliver (Pa.) School District; member of the staff of St. Joseph’s 
Hospital and Dispensary, where he died July 7, —- 77, of car- 
cinoma of the stomach. 


Roberts, Buford Benjamin ® Hawthorne, Calif.; University of 
Oklahoma School of Medicine, Oklahoma City, 1927; member 
of the American Academy of General Practice; member, and 
past vice-president and secretary of the staff of the Hawthorne 
Community Hospital; on the staff of the Centinela Valley Com- 
munity Hospital in Inglewood; died in Inglewood July 9, aged 
56, of arteriosclerotic heart disease. 


Robinson, Fred Lawrence ® Dearborn, Mich.; University of 
Michigan Medical School, Ann Arbor, 1924; veteran of World 
War I; on the staffs of the Mount Carmel Mercy Hospital in 
Detroit and the Oakwood Hospital; died June 28, aged 58, of 


coronary disease. 
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Robinson, Marion Marshall, Richmond, Ky.; University of Louis- 
ville School of Medicine, 1914; served a term on the state legis- 
lature; on the staff of the Pattie A. Clay Infirmary; died July 1, 
aged 71, of coronary occlusion. 


Rogers, William J., Connerville, Okla. (licensed in Oklahoma 
under the Act of 1908 ); died June 24, aged 84. 


Ryan, Terence Cullen & Springfield, Mass.; Harvard Medical 
School, Boston, 1924; certified by the National Board of Medical 
Examiners; on the staffs of the Wesson Memorial Hospital and 
the Mercy Hospital, where he died July 6, aged 58, of coronary 


sclerosis with occlusion. 


Ryan, Thomas Addis, Albany, N. Y.; Albany (N. Y.) Medical 
College, 1893; an associate member of the American Medical As- 
sociation; served on the staff of St. Peter’s Hospital; died Aug. 1, 
aged 91, of coronary thrombosis. 


Salvatore, Victor L., New York City; Fordham University School 
of Medicine, New York City, 1916; died July 9, aged 66, of 
adenocarcinoma of the bladder. 


Sanborn, Warren Bigelow, Harmony, R. I.; Atlantic Medical 
College, Baltimore, 1909; veteran of World War I; served as 
superintendent of the Augusta (Maine) General Hospital and 
the State Home and School at Providence; died June 16, aged 78. 


Sarnelli, Ciriaco A., New York City; Regia Universita di Napoli 
Facolta di Medicina e Chirurgia, Italy, 1923; member of the 
Medical Society of the State of New York; died in the Neurologi- 
cal Institute July 18, aged 58, of bronchogenic carcinoma with 
metastases to the brain. 


Schuldt, Theodore Scott, Pierceton, Ind.; University of Louis- 
ville (Ky.) School of Medicine, 1917; member of the Indiana 
State Medical Association; served as county health officer; veteran 
of World War I; died in Columbia City July 1, aged 67, of cere- 
bral hemorrhage and arteriosclerotic heart disease. 


Seal, Herman @ Captain, U. S. Navy, retired, Encino, Calif.; 
Tulane University School of Medicine, New Orleans, 1922; 
retired from the regular Navy January, 1946; member of the 
American Academy of General Practice; on the staff of the Valley 
Hospital in Van Nuys; died July 2, aged 56. 


Seiler, Elizabeth S., Milwaukee; Ludwig-Maximilians-Universi- 
tit Medizinische Fakultaét, Miinchen, Bavaria, Germany, 1921; 
died July 16, aged 61. 


Shearer, Harry Arthur @ Beloit, Wis.; Marquette University 
School of Medicine, Milwaukee, 1919; member of the American 
Academy of Ophthalmology and Otolaryngology; specialist certi- 
fied by the American Board of Otolaryngology; veteran of World 
War I; served on the staff of the Beloit Municipal Hospital; died 
in the University Hospital, Madison, July 27, aged 62, of pneu- 
monia and diverticulitis, 


Sherk, Joseph Huber ® Midland, Mich.; Detroit College of Medi- 
cine, 1907; served as member and president of the school board; 
for many years on the Midland City Planning Commission; died 
June 8, aged 73, of coronary occlusion and cerebral thrombosis. 


Sibley, Harry Alonzo ® Pontiac, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1907; past- 
president of the Oakland County Medical Society; served on the 
board of education and as school physician; on the staffs of the 
Pontiac General and St. Joseph Mercy hospitals; died July 10, 
aged 74, of cerebral hemorrhage. 


Simmons, Richard John @ Elizabeth, N. J.; St. Louis University 
School of Medicine, St. Louis, 1942; veteran of World War II; 
died in the Veterans Administration Hospital, Albany, N. Y., 
July 18, aged 42. 

Simpson, Charles J., Westminster, Texas; University of Louisville 
(Ky.) Medical Department, 1892; died in Sherman June 3, aged 
86. 

Sisson, Mabel Cornelia, Bayside, N. Y.; Boston University School 
of Medicine, Boston, 1899; died July 26, aged 82, of arterio- 
sclerotic heart disease and cerebral thrombosis. 

Sistrunk, Robert Donnie, Dade City, Fla.; Kentucky School of 
Medicine, Louisville, Ky., 1898; an associate member of the 
American Medical Association; died June 10, aged 83, of arterio- 
sclerosis. 
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Skogen, Thomas T., Dell Rapids, S: D.; Minneapolis College of 
Physicians and Surgeons, Minneapolis, 1900; served as mayor of 
Flandreau; died in Duluth, Minn., June 22, aged 91, of carci- 
noma of the prostate with metastases. 

Sloan, Edgar Hamlin, Ben Avon, Pa.; Baltimore Medical College, 
Baltimore, 1898; veteran of World War I; served as a member 
and president on the staff of the Suburban General Hospital in 
Bellevue; last June was given an honorary degree of doctor of 
laws by Geneva College, Beaver Falls; an associate member of 


the American Medical Association; died July 16, aged 86, of. 


coronary occlusion. 


Smith, Darwin Elbert ® Corbin, Ky.; Medical College of Vir- 
ginia, Richmond, 1938; member of the American Academy of 
General Practice; veteran of World War II; on the staff of the 
Southeastern Kentucky Baptist Hospital, where he died April 29, 
aged 46, of coronary occlusion. 


Smith, Gideon Davis, Kenmore, N. Y.; Niagara University Medi- 
cal Department, Buffalo, 1896; an associate member of the 
American Medical Association; on the courtesy staffs of the 
Millard Fillmore and Kenmore Mercy hospitals in Buffalo; died 
in Bluff Point July 18, aged 83, of coronary occlusion. 


Smith, Greene Hampton, Sr. © Birmingham, Ala.; University of 
Tennessee College of Medicine, Memphis, 1916; member of 
the American Academy of General Practice; veteran of World 
War I; on the staffs of the Birmingham Baptist Hospital and the 
Jefferson-Hillman University Hospital, where he died June 6, 
aged 67, of brain tumor. 


Smith, John Edward Vincent, Bayville, N. Y.; New York Homeo- 
pathic Medical College and Flower Hospital, New York City, 
1934; veteran of World War II; physician for the fire depart- 
ment; on the staff of the Huntington (N. Y.) Hospital; died in 
the Veterans Administration Hospital, Brooklyn, July 16, aged 
47, of Laennec’s cirrhosis. 


Smith, Paul Elmer ® Bloomington, Ind.; University of Kansas 
School of Medicine, Kansas City, Kan., 1934; formerly on the 
staffs of the New Jersey State Hospital in Trenton, and the Rich- 
mond (Ind.) State Hospital; died Aug. 26, aged 53, of aortic 
stenosis. 


Smith, Sigmund Ludwig ® New York City; Friedrich-Wilhelms- 


Universitat Medizinische Fakultit, Berlin, Prussia, Germany, 


1925; veteran of World War II; retired from the Veterans 
Administration Feb. 1, 1954; died July 2, aged 53, of myocardial 
infarction. 


Spencer, Harvey ® Ann Arbor, Mich.; Yale University School of 
Medicine, New Haven, Conn., 1924; certified by the National 
Board of Medical Examiners; member of the American Psychi- 
atric Association; associate psychiatrist, health service, University 
of Michigan; formerly staff psychiatrist at the Austen Riggs 
Center in Stockbridge, Mass., where he was. trustee and vice- 
president of the public library; died in the Massachusetts Gen- 
eral Hospital, Boston, July 11, aged 59. 


Spurgeon, Leota, Tipton, Ind.; Indiana University School of 
Medicine, Indianapolis, 1911; died June 27, aged 73, of conges- 
tive heart disease and arteriosclerosis. 


Stankus, Ignatius John, Philadelphia; Indiana University School 
of Medicine, Indianapolis, 1910; an associate member of the 
American Medical Association; died in St. Agnes Hospital July 
22, aged 81. 


Stansbury, Eugene Milton, Vermillion, $. D.; University of Ne- 
braska College of Medicine, Omaha, 1909; member of the South 
Dakota State Medical Association and the American Academy of 
General Practice; professor of obstetrics and gynecology at Uni- 
versity of South Dakota School of Medical Sciences; veteran of 
World War I; died July 18, aged 75, of coronary disease. 


Stokey, Fred Eicher, South Hadley, Mass.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, Chicago, 1912; retired medical missionary; veteran of 
the Spanish-American War; died July 14, aged 76, of acute 
coronary thrombosis. 

Stoll, Harry J., Wooster, Ohio; Rush Medical College, Chicago, 
1900; fellow of the American College of Surgeons; on the staff of 
the Wooster Community Hospial; died July 22, aged 80. 
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Sullivan, Dennis William @ Lieutenant Colonel, U. S. Army, 
retired, Santa Monica, Calif.; Ensworth Medical College, St. 
Joseph, Mo., 1911; veteran of World War I; entered the medical 
corps of the U. S. Army in 1920; became a lieutenant colonel in 
1937; retired April 30, 1942; died in the Veterans Hospital 
Center in Los Angeles June 2, aged 73, of mediastinitis with em- 
pyema due to perforated esophageal peptic ulcer. 


Svoboda, Joseph Edward, Cleveland; Ohio State University 
College of Medicine, Columbus, 1928; veteran of World War II; 
on the staffs of St. Ann Hospital and St. Alexis Hospital, where 
he died July 28, aged 58, of carcinoma of the colon. 


Sweet, Robert Ballantine, Fullerton, Calif.; Rush Medical Col- 
lege, Chicago, 1902; specialist certified by the American Board 
of Otolaryngology; fellow of the American College of Surgeons; 
veteran of World Wars I and II; died in the Veterans Adminis- 
tration Hospital, Long Beach, July 10, aged 79. 


Terrill, Elwyn Eugene ® Los Angeles, Calif.; College of Medical 
Evangelists, Loma Linda and Los Angeles, 1927; member of the 
American Academy of General Practice; on the staff of the 
California Hospital; died July 30, aged 55, of cancer of the liver. 


Thometz, Alan Frederick ® Glenview, Ill.; Northwestern Uni- 
versity School of Medicine, Chicago, 1947; interned at the Cook 
County Hospital, Chicago; formerly a resident at the Veterans 
Administration Hospital in Hines; service with the U. S. Public 
Health Service terminated Nov. 29, 1949; died in the Resurrec- 
tion Hospital in Chicago Aug. 4, aged 33, or coronary throm- 
bosis. 

Thompson, Charles Edward Percy @ Fairhaven, Mass.; Boston 
University School of Medicine, 1903; formerly on the Fairhaven 
School Committee, school physician, and on the board of health; 
a member of the associate staff of St. Luke’s Hospital in New 
Bedford, where he died July 30, aged 76. 


Thorn, Druery Rodgers ® Kansas City, Mo.; Jefferson Medical 
College of Philadelphia, 1921; on the staffs of St. Luke’s Hos- 
pital and Kansas City General Hospital, where he was at one 
time medical director; died Aug. 12, aged 63, of coronary 
occlusion. 

Trainor, Joseph Aloysius ® Cambridge, Mass.; College of Physi- 
cians and Surgeons, Baltimore, 1904; College of Physicians and 
Surgeons, Baltimore, 1905; died July 13, aged 80. 

Turkel, Ashur Sigmund @ Los Angeles; Stanford University 
School of Medicine, San Francisco, 1933; died July 14, aged 52, 
of coronary disease. 

Walsh, Edmund A., Springfield, Ill.; College of Physicians and 
Surgeons of Chicago, 1897; served on the staff of St. John’s 
Hospital, where he died July 21, aged 81 of grade 1-2 epidermoid 
carcinoma of the tongue. 


Warren, Edward Crawford @ Bay City, Mich.; University of 


* Michigan Department of Medicine and Surgery, Ann Arbor, 


1892; died in Vanderbilt Aug. 6, aged 86, of uremia. 


Wiley, Harold Williams ® Lansing, Mich.; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1912; 
past-president of the Ingham County Medical Society; veteran 
of World War I; director of procurement and distribution of 
blood for the state health department laboratories; for many 
years on the staffs of the Edward W. Sparrow and St. Lawrence 
hospitals; died July 15, aged 67, of coronary occlusion. 


Williams, Donald Lee ® Garden City, Kan.; University of 
Kansas School of Medicine, Kansas City, 1953; interned at the 
University of Kansas Medical Center in Kansas City, Kan.; died 
in Greensburg July 25, aged 31, of injuries received in an auto- 
mobile accident. 


Williams, Pierce Lee @ Cordele, Ga.; Atlanta College of Phy- 
sicians and Surgeons, Atlanta, 1913; member of the American 
Academy of General Practice; past-president of the Crisp County 
Medical Society; on the staff of the Crisp County Hospital, 
where he died July 9, aged 68, of acute coronary insufficiency. 


Zimmerman, Mason Woodward, Rydal, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1888; on 
the staffs of the Wills Eye Hospital and Germantown Dis- 
pensary and Hospital in Philadelphia; died Aug. 11, aged 96. 
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FOREIGN LETTERS 


COLOMBIA 


Medical Bibliography.—The Bogota medical group, Unidia ( Uni- 
dad para Diagnostico y Tratameinto), has published a quarterly 
journal, Unidia, for the last four years. In the July, 1956, issue 
the Unidia librarian has indexed all the Colombian medical 
literature published during the first semester of 1956 in the 17 
Colombian medical journals. The greatest number of articles 
were on gastrointestinal diseases, medical societies, medical edu- 
cation, gynecology, obstetrics, psychology, and pediatrics. 


DENMARK 


Activities of Danish Medical Association.—The central committee 
of the Danish Medical Association has classified its activities as 
national and international. The first category includes such 
standard problems as the dealings between hospital medical 
staffs and police anxious to get information about accident cases 
admitted to hospital and ethical limits of advertising. On the 
international level, the committee reports a request from the 
American Medical Association for advice on how the American 
tourist who falls ill while traveling in Denmark may secure the 
best medical care under the best conditions. The Danish Red 
Cross Society renders assistance in such cases. The British Medi- 
cal Association requested information about the Association of 
Junior Physicians, a branch of the Danish Medical Association 
to which there is, apparently, no counterpart in England. The 
Norwegian Medical Association desired information about the 
study of the history of medicine with reference to the organiza- 
tion of a society devoted to this subject in Norway. The Danish 
Medical Association in turn requested reprints of articles on this 
subject from this new society in Norway. The Zim Israel Navi- 
gation Company, Limited, invited Danish physicians specializing 
in rheumatism and arthritis to visit the warm springs of Israel. 
The invitation was forwarded to four physicians, Another invi- 


tation came from the 58th German Arztetag in Baden-Baden. - 


The Danish recipient of this invitation found himself the object 
of the warmest hospitality and profited greatly from the dis- 
cussions. 


BCG Vaccination of Newborn Infants.—Dr. F. Tudvad and co- 
workers (Danish Medical Bulletin, volume 3, July, 1956) re- 
ported that in 1950 large-scale BCG vaccination of newborn 
infants was carried out. All the mothers confined in a municipal 
maternity hospital were invited to have their babies vaccinated 
with BCG vaccine unless the babies were ill or premature; 1,330 
babies were so vaccinated, and 829 served as controls. The 
vaccine was given by intracutaneous injection in the deltoid 
region within a few days of birth. Of the 1,330 babies, 710 were 
tested for the Moro reaction two months after vaccination; there 
was a negative reaction in only 5. A follow-up examination of 
1,199 vaccinated babies revealed that abscesses had developed 
in 33 of them (2.75%) within a year of the vaccination. This 
abscess rate was higher than that for children vaccinated with 
BCG at a later age. In other respects the outcome of this experi- 
ment was favorable to the vaccinated infants in respect of gains 
of weight. The data collected by the authors of this report failed 
to give a clear answer-to the question of whether the tuberculin 
positivity conferred by the BCG vaccination of the newborn 
infant lasts*as long as or longer than that conferred by the BCG 
vaccination of older children. 

In Ugeskrift for leger for Aug. 9, Dr. E. Groth-Petersen says 
that, in principle and in order to be consistent, he favors BCG 
vaccination at birth, but in practice such vaccination presents 
difficulties of technique and complications are more frequent 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


than with older children. The risk of accidental infection of the 
newborn infant with virulent tubercle bacilli is comparatively 
small. Because there is such a risk, however, most Danish phthisi- 
ologists prefer to reserve BCG vaccination of the newborn infant 
for special cases only, but every child who is tuberculin-negative 
when one year old should have the benefit of this measure. To 
emphasize the importance of this advice, the author points out 
that the overwhelming majority of the 350 children found in 
Denmark to be suffering from tuberculosis in 1954 and 1955 
were below school age. 


A Lifelong Investigation of Twins.—In the Danish Medical Bul- 
letin for August, Harvald and Hauge gave a preliminary report 
on an investigation of nonselected twins. Of a total of 9,360 pairs 
of twins born in Denmark in the period 1870 to 1910, 1,900 were 
thoroughly investigated, a questionnaire being addressed to each 
twin (or in the case of death to the nearest relative ) seeking in- 
formation about a variety of conditions and the incidence of a 
long list of diseases. With regard to the 143 cases of tuberculosis 
(incidence 3.8%), concordance was nearly twice as great for 
uniovular as for binovular twins. This does not necessarily prove 
that tuberculosis is a hereditary disease, for the concordance 
found may simply reflect the fact that uniovular twins have a 
greater chance to infect each other than binovular twins have. 
Tuberculosis was the only infectious disease concerning which 
sufficiently accurate information was obtained on the score of 
heredity and other problems. The authors hope to treble their 
present material. When their compilation is completed, they hope 
to analyze the influence of hereditary factors on the expectation 
of life. Their preliminary rough estimate suggests that the in- 
fluence of heredity is minimal compared with environment. They 
also hope to make an estimate of the influence of heredity on 
twinning, and on twinning in relation to crime. 


Complications of Diabetes Requiring Surgery.—Because of use 
of insulin and the rise in life expectancy, diabetics now represent 
0.5% of the total population of Denmark. On the other hand, the 
indications for operation have been broadened due to recent 
advances in medicine. Dr, Knud D. Carlsen in Ugeskrift for 
leger for Aug. 23 states that about half of the diabetics now 
operated on for their complications have had the disease for 
more than 15 years. Consequently many of them also suffer 
from serious deterioration of their cardiovascular systems. At the 
Aarhus City Hospital, diabetics with complications requiring 
surgery enjoy the benefits of close cooperation between surgeons, 
physicians, and anesthetists, whose teamwork is reflected in a 
falling operative and postoperative mortality. In 1938 and 1939, 
49 diabetics in this hospital were treated surgically for complica- 
tions. In the two-year period ending July 31, 1955, 81 were 
treated for such complications. In both groups the diabetics 
represented 0.7% of the hospital’s patients. Broadly speaking, the 
mortality was reduced so effectively that in the second period it 
was only 33 to 50% of what it had been in the first. 


Dumping Syndrome.—Dr. H. K. Lassen (Ugeskrift for lzger, 
Aug. 30, 1956) reports a series of 163 patients (147 men and 
16 women) who had had a gastrectomy. Follow-up revealed 
that 86 were well; 61 had only slight discomfort; and 16 (15 
men and one woman) had a poor result. Lassen could not ex- 
plain why some patients in his series suffered from the dumping 
syndrome (36%) and loss of weight (42%), while others did not. 
The patients were classified in three groups, according to whether 
they had done heavy or light work or none at all, but none of 
these groups was distinguished by any marked difference in the 
recovery rate. In the same issue an editorial states that in the 
last 10 or 15 years there has been a growing tendency to favor 
the operative treatment of gastric and duodenal ulcers because 
of an operative mortality of less than 1%, the good operative 
results, and the discovery that the results of medical treatment 
are worse than anticipated. It is, however, common practice to 
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await the results of two courses of medical treatment before 
considering operation. Negative radiological findings should be 
a contraindication to operation, even if symptoms have persisted 
for years, but, if the distress becomes intolerable, it may be per- 
missible to operate in the face of negative radiological findings, 
as a low-level duodenal ulcer may have not been visible on the 
roentgenogram. Gastroenterostomy is less in favor than formerly 
because the ultimate results have been disappointing. This 
observation does not apply to patients over 60 years of age. 


FRANCE 


Epidemic of Typhoid.—At the meeting of the Medical Society of 
Paris Hospitals on June 22, Ferrabouc and Bernard presented 
an account of a typhoid epidemic starting on Jan. 15, 1954, in 
Lyon and involving 158 young soldiers in a garrison of 2,327. 
One patient died. This was one of the largest epidemics occur- 
ring in the army in peacetime. Of the 158 patients, 137 had 
been vaccinated. The authors suggested that an attempt be 
made to heighten the immunity of the soldiery by increasing the 
number of vaccinal injections from three to four. This method 
was successful in another garrison in controlling an epidemic of 
salmonellosis due to Salmonella schottmiilleri. 


Hypophysectomy for Cancer of the Breast.—At the June 29 
meeting of the same society, D. Lebeau and co-workers reported 
on a series of 25 patients who had undergone hypophysectomy 
for cancer of the breast. They concluded that (1) the operation 
is contraindicated in patients with hepatic metastases, but it is 
indicated in those with metastases to the bones or lungs, (2) if 
each patient’s condition is satisfactory before the operation the 
case fatality rate is small thanks to preoperative and postopera- 
tive treatment with cortisone and corticotropin, and (3) in 90% 
of the patients who have hypophysectomies the pain is imme- 
diately relieved. Results observed in patients with cancer of thé 
prostate, testis, or uterus were not as good. 


Hepatic Siderosis.—At the same meeting J. Lereboullet and co- 
workers reported the frequency of hepatic siderosis in alcoholics 
based on the findings of 270 autopsies and 80 specimens from 
needle biopsy. They observed a deposit of iron in the livers of 
66% of the patients with cirrhosis, 58% of the patients with pre- 
cirrhotic conditions, and 59% of the alcoholics. In all patients 
with hepatic siderosis the authors found an excess of iron pig- 
ment in such organs as the spleen, pancreas, myocardium, kidney, 
and testis. They found that the proportion of patients with 
nervous manifestations who had siderosis was greater than that 
of those without nervous manifestations. Of 20 patients with 
delirium tremens they found iron in 80%; of 10 patients with 
alcoholic encephalopathies they found iron in 80%; and of 14 
patients with polyneuritis they found iron in 75%. 


Treatment of Trichomoniasis.—At the meeting of the French 
Society of Gynecology, Carcia reported that a series of 80 pa- 
tients whose vaginal discharge contained Trichomonas vaginalis 
was treated with two to eight insufflations of ozone into the 
cervical canal and the vagina. In all patients the leukorrhea, 
vaginitis, and trichomoniasis disappeared. In 55, two or three 
insuffations were enough. Ozone is harmless to the tissues, acts 
as a deodorant, and is strongly bactericidal. 


Prednisone in Dermatology.—In La presse médicale (June 23, 
1956) E. Sidi states that prednisone applied locally does not 
give better results than cortisone. He gave prednisone by mouth 
to 101 patients suffering from eczema, generalized psoriasis, 
pemphigus, and erythroderma ichthyosiforme congenitum, The 
clinical results were good, 80% of the patients showing improve- 
ment. The drug is indicated in the treatment of pemphigus, acute 
lupus erythematosus, and other acute dermatoses. In half of the 
patients receiving a dose of 20 mg. per day edema appears, the 
serum potassium level drops, and psychic disturbances are likely 
to occur. Treatment with this drug should not be suddenly 
discontinued. 
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INDIA 


Effect of Chlorpromazine in Aminopyrine-Induced Analgesia.— 
M. L. Gujral and co-workers (Journal of the Indian Medical 
Profession, August, 1956) state that, since chlorpromazine is 
alleged to enhance the analgesic effects of morphine, meperidine, 
and aspirin, they have studied its effect on analgesia induced by 
aminopyrine. Albino rats were divided into four groups of 10 
each. Each group was given a dose of a drug, combination of 
drugs, or placebo and tested for analgesia. The groups were 
rotated at intervals of one week and at the end of the experi- 
ment all the animals had received the same tests. Chlorpromazine 
was found to enhance the analgesic effect of aminopyrine. There 
was no change, however, in the time of peak effect and duration 
of analgesia. 


Diagnosis of Leprosy.—Nerurkar and Khamolkar (Indian Journal 
of Medical Research, July, 1956) state that millions of acid-fast 
bacilli can be easily demonstrated in every microscopic field of 
a smear prepared from a lepromatous skin. It is, however, diffi- 
cult to find these organisms in a smear from a patient suffering 
from the tuberculoid type of leprosy, and still more difficult to 
demonstrate the organisms in contacts of leprous patients or in 
smears of patients after treatment with sulfones. Routine skin 
smears from such patients almost always give negative results. 
In 1952 a different technique of concentration of leprosy bacilli 
was made available. The authors used fluorescence microscopy 
on 20 subjects (18 patients with tuberculoid leprosy and 2 con- 
tacts without any clinical signs of this disease), Of the 18 pa- 
tients, one was treated with diaminodiphenylsulfone for about 
five years. Acid-fast bacilli were found in all these patients 
without difficulty. As a control, skin biopsy specimens were 
obtained from persons who attended the hospital for minor 
injuries. None of these showed acid-fast bacilli. The advantages 
of the method are that (1) the pressure mincer, being hand 
operated, can be used in any part of India even when electricity 
is not available; (2) crushing of the tissue is thorough and easy; 
and (3) the fluorescing organisms are more easily seen against 
a partially dark background than with the Zeihl-Neelsen stain- 
ing method and there are therefore fewer chances of missing 
isolated organisms. 


World Health Day.—April 7 this year was devoted to educating 
the public regarding the eradication of insect-borne diseases. 
Local chapters of the Indian Red Cross enthusiastically sup- 
ported the public health authorities and the World Health 
Organization in conducting campaigns throughout the country. 
They organized public meetings, exhibited health films, and 
participated in disinfecting wells and other mosquito breeding 
places. Pamphlets on insect vectors were freely distributed. 


Response of Guinea Pigs to Histamine Aerosol.—M. L. Guiral 
and co-workers (Journal of Postgraduate Medicine, July, 1956) 
reported their observations on the relative potency and duration 
of action of antihistamines by exposing guinea pigs to histamine 
aerosol. They found that a previous exposure to histamine 
aerosol does not significantly influence the response of guinea 
pigs subjected to a second exposure three hours later. The 
amount of histamine required to produce bronchoconstriction 
when histamine was given by aerosol was found to be a very 
small fraction of the intravenous lethal dose. An occasional ani- 
mal was found to have a refractory response to histamine aerosol 
and such animals were dropped from the test groups. Attempts 
to reproduce narcosis, which has been reported after intracardiac 
injection of histamine, by intraperitoneal injection ended in 
failure. Large doses resulted in gastroduodenal ulceration and 
sometimes perforation. 


Response of Endocrine Glands to Irradiation.—T, C. Wasson, in 
the Journal of the Indian Medical Association (Aug. 16, 1956), 
says that radiotherapy of the endocrine glands is cheap and safe, 
and elicits a quick response. The technique is simple and re- 
quires no hospitalization or after-care. Radiosensitivity differs 
from gland to gland and in the same gland at different times. 
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The variation is directly proportional to the functional activity 
of the cells. The pancreas and adrenals are unsuitable for radio- 
therapy, as they are surrounded by tissues that are more 
radiosensitive, and, therefore, their exposure to the action of 
x-rays cannot be undertaken without damaging the surrounding 
tissues. The pituitary, thyroid, ovary, breast, and thymus glands 
can be irradiated without harm. These glands during their 
periods of normal activity are radioresistant and become radio- 
sensitive only when their functional activity is accelerated. 
During this stage irradiation will curb their activity and bring it 
down to normal. Hypofunctioning of a gland is a complicated 
phenomenon. It is chiefly due to surgical excision, tumor forma- 
tion, or a cause that reduces the number of secreting cells. It is 
therefore not possible to make up the deficiency of the quantity 
of the hormone by stimulation of the remaining cells. On the 
other hand, if the secreting tissue is not reduced and the de- 
ficiency is purely functional, small doses of x-ray do stimulate 
the glands. In young girls approaching puberty, one small dose 
given for early, scanty, or painful menstrual periods will produce 
the desired effect. Hypofunction of the testes is invariably sec- 
ondary to hyperactivity of the pituitary and thyroid glands, and 
their irradiation therefore has a favorable influence on the testes. 


Peptic Ulcer.—Mukherjee and co-workers (Journal of the Indian 
Medical Association, Aug. 1, 1956) noted an increase in the 
incidence of peptic ulcer in West Bengal in recent years. Men 
in the fourth decade of life comprised the largest percentage of 
the patients, and the role of stress was evident in the pathogenesis 
of the disease. In the authors’ series of 82 patients, all had 
duodenal ulcer. Some were treated with a new anticholinergic 
drug, oxyphenonium bromide, and preliminary observations sug- 
gest that, without an antacid supplement, the drug, given in 
doses ranging from 15 to 60 mg. in 24 hours according to severity 
of symptoms, produces beneficial effects clinically as well as 
radiologically in three weeks’ time. Relatively few side-effects 
were observed. 


NORWAY 


Lung Cancer and Smoking.—Two articles in Tidsskrift for den 
norske legeforening for Aug. 15 approach lung cancer from 
somewhat different angles. Dr. Roald Opsahl emphasizes the 
comparative rarity of primary lung cancer in Norway between 
1916 and 1935, during which period, of 2,005 cases of cancer 
verified by postmortem examinations, only 56 were primary 
cancer of the lung. These were equally divided between the 
sexes and included only two patients in whom there was a 
record of heavy smoking. After pointing out that the death rate 
from lung cancer has tripled in Norway in the last two decades, 
Opsahl censures the government on the score of its passive atti- 
tude toward cigarette smoking, from which it derives a certain 
revenue. He also deplores the failure of the National Cancer 
Association to wage a more vigorous campaign against the in- 
haling of cigarette smoke. The other article, by Dr. Einar 
Pedersen, draws attention to the fact that Norway and Denmark 
are at present the only countries in the world in which a scheme 
has been adopted for the systematic review of death certificates 
in order to examine the diagnoses of lung cancer. Thus, in 1953 
there were 209 cases originally so diagnosed in Norway, but, on 
review, 24 of these diagnoses had to be altered. The author 
further states that in 1930 only 0.9% of all the deaths from cancer 
in Norway were due to cancer of the respiratory tract, whereas 
the corresponding figure for 1952 was 3.6%. Up to 1954, the rise 
seems to have been limited almost exclusively to the urban male 
population, and for this group the rise has been and still is great. 
There is also a tendency for the peaks of the age curves for 
successive years to shift toward older age groups. 


The Dangers of Prolonged Pregnancy.—In August the Northern 
Association for Obstetrics and Gynecology met in Oslo. The 
first subject dealt with was prolonged pregnancy, the sinister 
significance of which has been preached for many years by Dr. 
K. Skajaa, who is in charge of the Oslo Municipal Maternity 
Hospital. The present-day teaching that the infant mortality 
rate at birth rises from 1% when pregnancy has lasted the normal 
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280 days to 4% when it has lasted 294 days or more is a tribute 


to Skajaa’s pioneer work in this field. A study (Acta obstetricia 
et gynecologia scandinavica, volume 35, part 2, 1956) by Dr. 
Arne Strand states that in the period 1918 to 1929 no special 
consideration was given to prolonged pregnancy, This period 
was compared with that between 1947 and 1955 when special 
attention was paid to this problem. A series of 10,151 deliveries 
was studied. In the first period 3,288 patients and in the second 
2,092 were primiparas. The outcome of a confinement was 
influenced by the age of the mothers, whether they were primi- 
paras or multiparas, the duration of the pregnancy, the weight 
of the infants at birth, and other factors. Primiparas 35 years of 
age or older showed a greater tendency to prolonged pregnancy 
than those who were younger. The rates for antenatal, intranatal, 
and postnatal infant mortality rose with the duration of preg- 
nancy after it had lasted 280 days, and this was particularly the 
case with primiparas. Strand concludes that the induction of 
labor at term, after critical evaluation of each case, appeared to 
have reduced the perinatal death rate, that complications are not 
more serious after induced than after spontaneous labor, and 
that the speedy induction of labor is the best treatment after 
the indications for it have been determined. 


PORTUGAL 


Sickling of Erythrocytes.—Leite and Ré (Arch. Inst. Pasteur 
Algérie 33:344, 1955) studied the sickling of erythrocytes in the 
Portuguese African province of Guinea. This province has many 
tribes, including Melano-Africans and Ethiopians. These tribes 
do not mix, and, going from the coast to the interior, one finds a 
stratification in the distribution of tribes, resulting from the 
successive original invasions. The authors investigated the per- 
centage of sickle cells in blood samples from random groups in 
each native tribe. About 6,000 blood specimens were examined. 
The highest values (17 to 23%) were found in the last invaders 


of Guinea (Mandinga and Fula tribes) and the lowest (1.7 to 


8.3%) in the aboriginal populations. The authors believe that a 
high percentage of sickle cells is not a common characteristic of 
all African Negro populations, as others have stated, but a pecu- 
liarity of the later invaders of the African continent, who probably 
came through Ethiopia. An important confirmation of this view 
was found in another investigation by these authors. They in- 
vestigated in the interior of Angola a tribe of Bochiman, surely 
the oldest invaders of the African continent, who are still free 
from hybridization, and, among 249 natives, they did not find 
a single case of sickling. re: 


Yellow Fever.—Cambournac and co-workers (An. Inst. med. 
trop. 12:101, 1955) collected blood in 61 zones of Angola, 
mostly from 1,549 children under 15 years of age, and performed 
the neutralization test for yellow fever virus in mice. Only 38 
specimens were positive. The authors believe that the positive 
results obtained in the north inland and coastal regions of Angola 
are probably due to the presence of the yellow fever virus there 
but that the scarcity of positive results found on the southern 
frontier might have been due to vaccination of the natives. In 
the north the many rivers, bordered by dense forests; the long 
rainy season (six to eight months); and the great number of 
monkeys make eradication of the virus difficult. 


SWITZERLAND 


Prednisone in Treatment of Malignant Lymphomas.—At the 
Medical Clinic of the University of Geneva, Dr. Dubois-Ferrére 
and co-workers have treated adults with acute leukemia with 
large doses (1 to 2 gm. daily) of cortisone. This treatment was 
continued for 8 to 21 days. More recently they have used 
prednisone in daily doses of 1 gm. and have observed a rapid 
and sometimes amazing regression of adenopathies and of paren- 
chymatous and pleural effusions, sometimes amounting to com- 
plete disappearance of all roentgenologic signs. Althoug) 
recurrence can be expected, the relief while it lasts is most 
gratifying. 
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Poliomyelitic Antibodies.—R. Martin-Du-Pan and co-workers 
have studied the poliomyelitic antibodies in 163 normal persons 
of all ages living in Geneva and coastal communities, particularly 
in families of pediatricians. The authors do not believe that the 
presence of antibodies in the serum means total immunity. They 
observed that the percentage of patients showing antibodies in 
their serum increases steadily beginning with those 6 months 
old. They further concluded that immunity of the population of 
Geneva is about the same as that of Switzerland as a whole. The 
children of pediatricians and physicians working in virus labora- 
tories showed no greater antibody titer to poliomyelitic antigens 
than did other children living under similar conditions. This 
may be explained by the fact that physicians and other persons 
who have greater than average contact with poliomyelitis virus 
take precautionary measures to avoid infection. 


UNITED KINGDOM 


Pertussis Vaccine.—A further report on the results of vaccination 
of children against pertussis was made by a group of workers 
appointed by the Whooping Cough Immunization Committee of 
the Medical Research Council (Brit. M. J. 2:454, 1956). Two 
series of field trials were made in which 28,799 children were 
followed up for an average of two years after inoculation with 
pertussis vaccine. Severe local or general reactions were not en- 
countered, and there was insufficient evidence to show that 
pertussis vaccine precipitated convulsions or initiated serious 
cerebral damage. In three cases of poliomyelitis occurring within 
28 days after injection of the vaccine, paralysis was confined to 
the limb injected. Two types of vaccine were used, one from 
24-hour or 48-hour cultures of a single strain on Bordet-Gengou 
medium containing horse blood, the other from culture in liquid 
medium, Formalin was used as a bactericide and phenol or 
thimerosal as a preservative. This vaccine gave poor protection. 
Another vaccine was made from a mixture of four, six, or seven 
freshly isolated gtrains that had been subcultured on very few 
occasions before being freeze-dried. Three types of vaccine were 
made with Bordet-Gengou medium containing sheep’s blood, 
human blood, and a liquid medium respectively. All were killed 
and preserved with thimerosal. Field studies showed that three 
of five batches of this second vaccine were as effective as a 
reference vaccine made with American strains and supplied by 
the Michigan Department of Health and that the vaccine pre- 
pared by the State of New York Department of Health from the 
same American strains as the reference vaccine, but grown in a 
liquid medium, was as effective in a preliminary trial as the 
reference vaccine. While the clinical trials were in progress, lab- 
oratory tests were made to determine the ability of the vaccines 
to protect mice against intracerebral pertussis infection. There 
was a correlation between protection in children against pertussis 
and the three following laboratory tests: protection of mice 
against intracerebral infection with Hemophilus pertussis, pro- 
duction of a specific agglutinin in mice, and production of a 
specific agglutinin in children. It does not necessarily follow that 
the laboratory tests measure directly the factor or factors responsi- 
ble for the production of immunity in children. Agglutinin 
production in children has been accepted by some workers as 
evidence of protective potency, and the tests reported by the 
committee support this conclusion. As it would hardly be prac- 
tical to test each batch on children, the mouse intracerebral test 
is considered to be the most satisfactory one. A British standard 
pertussis vaccine has been established in terms of which other 
vaccines may be assayed. It is freeze-dried in a 6% dextran 
solution. The committee considers that, before a pertussis vac- 
cine is issued, it should be submitted to the mouse intracerebral 
protection test to ensure adequate potency. 


Carbutamide and Diabetes.—Carbutamide is used orally for the 
treatment of diabetes ( British Medical Journal, Aug. 25, 1956). 
Trials were organized in six centers in England and Scotland on 
a total of 193 inpatients and outpatients. The results confirm the 
German observation that the type of patient that responds best 
to this drug is the middle-aged or obese diabetic who has never 
been ketotic and who needs less than 30 units of insulin daily. 
In general, grossly obese diabetics were not included in the trial. 
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All groups carrying out these investigations concluded that, in 
the right type of diabetic, carbutamide, in doses of 1 to 4 gm. 
daily, reduces the blood sugar level to within normal limits for 
most of the day. It does not affect glucose tolerance or have any 
influence on the postprandial rise in the blood sugar level, and, 
contrary to the view expressed in Germany, treatment must be 
continuous and not intermittent. The drug is without effect on 
diabetic ketosis or in patients who rapidly develop ketosis or 
even have acetonuria. The fasting blood sugar leve' appears to 
be an important factor in assessing the effect of the drug. If this 
is more than about 275 mg. per 100 ml. after insulin administra- 
tion has been stopped, the drug is not likely to be of value in 
producing a normoglycemia. The reports emphasize the danger 
of withdrawing insulin in apparently suitab'e persons with stable 
diabetes not apparently liable to ketosis. Several such patients 
developed severe diabetic ketosis within a few days when given 
carbutamide. This shows that, if a diabetic receiving insulin is 
transferred to treatment with the new drug, he must be seen 
daily or hospitalized after the insulin administration is stopped. 

Diabetics in whom carbutamide failed had higher insulin re- 
quirements than those who responded. If insulin is essential for 
treatment, then any attempt to replace it by carbutamide will 
result in a serious relapse. Response nearly always occurred in 
patients whose diabetes commenced after the age of 40 years. 
Studies of arteriovenous blood sugar differences and of the 
changes in serum inorganic phosphorus level provided no evi- 
dence that the new drug increased the effectiveness of the 
peripheral action of insulin. Carbutamide is ineffective in patients 
suffering from sepsis. Diet remains the mainstay of treatment for 
the middle-aged diabetic, and carbutamide is only indicated in 
a comparatively small group. Although it may control the blood 
sugar level, the British clinicians are concerned about the de- 
velopment of retinitis and nephropathy. Will the drug control 
these? A most disturbing feature of the reports is the high inci- 
dence of side-effects. The incidence of sulfonamide rash was 9%; 
persistent neutropenia occurred in a number of patients; and 
hypothyroidism, drug fever, and depression of blood platelets 
with purpura were reported. Carbutamide is, therefore, a dan- 
gerous substance, unsuitable for the long-term control of mild 
diabetes and definitely unsuitable for those diabetics needing 
insulin. It may even cause fatal granulocytopenia and thrombo- 
cytopenia and should be used only under the most careful 


medical supervision. 


Explosions in Operating Rooms.—In 1953, the Ministry of Health 
appointed a committee to investigate anesthetic explosions. The 
conclusions of the committee (Report of a Working Party on 
Anesthetic Explosions, London, Her Majesty’s Stationery Office, 
1956) are based on 36 such explosions. Most of these could have 
been avoided if the possibility of explosion had been borne in 
mind and if every hospital had taken routine precautions. Most 
explosions are due to static electric discharges. It is difficult to 
ensure that conditions are such that these discharges cannot 
occur, but if the necessary precautions are taken the chances of 
an explosion occurring are rare. Most of the explosions investi- 
gated were attributed to the use of nonconducting rubber. The 
routine use of antistatic rubber would eliminate explosions due 
to static discharges. As soon as reasonable standards for such 
rubber can be laid down, the Ministry of Health should equip 
operating rooms with it without delay. It would be a compara- 
tively small item in the hospital budget. Another source of ex- 
plosions is the use of nonconducting footwear by operating-room 
personnel. Overshoes should have antistatic rubber on the under 
surface. Gowns should be made of antistatic fabric tied loosely 
to reduce the generation of an electric discharge in the clothes 
beneath. Woolen blankets should not be brought into the operat- 
ing room, as they may become readily electrified. 

Only 5 to 10% of operating rooms in Great Britain have non- 
conducting floors (rubber or cork). In operating rooms without 
such floors the danger of explosion can be decreased by dampen- 
ing the floor or by putting a damp sheet down if evaporation is 
rapid. If explosive anesthetics are used routinely, the only safe 
procedure is to lay a new, nonconductive floor. The use of non- 
conducting paints for floors is being investigated. The best 
measure to reduce the danger of static discharge is to maintain a 
high humidity. Most of the explosions occur in abnormally dry 
weather. All operating rooms should therefore be equipped with 
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an instrument measuring humidity and with a device for in- 
creasing it when necessary. It should be the duty of one of the 
operating room attendants to warn the anesthetist when humidity 
drops below 50%. An apparatus that ionizes the air so that 
charges are quickly dissipated is now available, and the com- 
mittee would like to see how effective it is as an antistatic device. 
The physiological effects of breathing ionized air should also be 
investigated. The only sure method of preventing hospital ex- 
plosions at present is to eliminate all explosive anesthetic agents. 
The use of substances rendering explosive gases noninflammable 
should be investigated. Such a substance is commercially avail- 
able for making gasoline noninflammable. The use of non- 
inflammable xenon and fluorine-substituted anesthetics, which are 
noninflammable, should be investigated. The report emphasizes 
that all persons employed in the operating room should be made 
explosion-conscious. 


Cancer and Leukemia in Children.—Health departments all over 
Great Britain are engaged in an environmental survey that will 
eventually cover about 1,500 children who died of leukemia or 
cancer before the age of 10 between the years 1953 and 1955. 
A preliminary report was made by Dr. Stewart and her co- 
workers in the department of social medicine, Oxford. Where 
possible, radiological data are checked from hospital records and 
the details are noted of the mother’s health before and during 
the relevant pregnancy and of any irradiation, for either diag- 
nostic or therapeutic purposes, that she may have received 
during pregnancy. A note is also made of any case of malignant 
disease in the family, any degree of consanguinity between 
parents and grandparents, and certain features of the child’s diet 
and home environment. Similar data have been collected from 
control children of the same age and sex living in the same dis- 
trict. One reason for attempting this nationwide survey was the 
possibility that the peak of leukemia mortality in early life might 
be explained by the action of weak irradiation initiating malig- 
nant changes in a fetus or a very young child. From the figures 
collected so far it appears that the number of mothers of leukemic 
children who had a radiological examination of their abdomen 
during the relevant pregnancy was twice that of the mothers of 
the control children. This was also true for the mothers of 
children dying from malignant disease. It has also been estab- 
lished that the dose of irradiation received by the fetal gonads 
frequently exceeded 2.5 r. The present investigation suggests 
that, besides causing genetic damage, diagnostic radiology during 
pregnancy may occasionally cause leukemia or cancer of the 


unborn child. , 


A New Syndrome.—Baron and co-workers ( Lancet 2:421, 1956) 
have described a new syndrome, characterized by a rough, 
reddened skin on exposure to light similar to that seen in pellagra, 
a severe but reversible cerebellar ataxia, renal aminoaciduria, a 
constant large urinary excretion of indole-3-acetic acid, and an 
increased quantity of protoporphyrin in the feces. This new 
disease affected four of eight children of a first-cousin marriage. 
It was thought that the condition might be a disorder of trypto- 
phan metabolism, whereby a metabolic block exists somewhere 
along the pathway from tryptophan to nicotinic acid. Another 
possibility is that the syndrome might be caused by a conditioned 
nicotinic acid dtficiency due to the diversions of tryptophan 
from its normal metabolic pathways into the pathways of indican 
and indolacetic acid formation, All the patients were children. 
In this disease there may be a variation with age and stress in 
the requirement tor endogenous nicotinic acid, which would ex- 
plain the clinical deterioration with growth and infectious dis- 
ease and the possible later improvement in adult life. The renal 
aminoaciduria was attributed to the poisoning of the kidney 
tubules by an abnormal indole metabolite. It could also be 
explained by a primary disorder of amino acid transport proc- 
esses leading to an abnormal intestinal flora that distorts the 
normal sequence of nicotinic acid metabolism. | 


Changing Dietary Pattern.—The latest report on food consump- 
tion in Great Britain, issued by the Ministries of Agriculture, 
Fisheries, and Food (Domestic Food Consumption and Expendi- 
ture—1954: Fifth Annual Report of the National Food Commit- 
tee, London, Her Majesty’s Stationery Office, 1956) shows that 
the pattern of the national diet is changing. The year 1954 was a 
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year of transition from a controlled to a free economy. Before 
then, meat, fats, and cheese were still rationed and subsidized 
by the government, but by July, 1954, all direct controls had 
ended and the only remaining subsidized foods were bread, milk, 
and welfare foods (dried milk, cod liver oil, and orange juice). 
By 1954, expenditure on food by the population rose more than 
food prices and a larger share of the national income was being 
spent on food. As a percentage of total expenditure on consum- 
ers’ goods and services, expenditure on food rose steadily from 
29.8% in 1938 to 32.1% in 1954, and the daily caloric consump- 
tion increased from 3,000 to 3,130. Because this is caloric con- 
sumption “as bought” and not “as consumed,” allowance must 
be made for wastage in preparation and cooking. Consumption 
has risen in all the main food groups except cereals, potatoes, 
and other vegetables. For meat it rose 12%, for fat and oils 7%, 
and for sugar and syrup 8%. The decline in cereal consumption 
has been continuous and is associated with a rising standard of 
living. Milk consumption has also increased, but that of fish has 
decreased. The weekly per capita consumption of milk, both 
fresh and processed, is 5.1 pt. The percentage of calories derived 
from animal sources has risen steadily to 54 and that of fat to 
36.5. In those households with a yearly income of more than 
$2,500, 40% of the calories of the diet come from fat, 48% from 
carbohydrate, and 12% from protein. 

Certain foods show a class gradient. Thus the consumption of 
protein, fat, iron, vitamin A, riboflavin, and ascorbic acid is di- 
rectly proportional to the income of the family, but, except for 
iron in the low income groups, the intake of the other nutrients 
is above the recommended allowances of the British Medical 
Association’s committee on nutrition. The diet of the family with 
a large number of children contains more bread, potatoes, and 
milk, about the same amount of sugar, but less meat, cheese, fish, 
fruit, and green vegetables than the diet of the average childless 
couple. Although the difference between the nutritional stand- 
ards of households with and without children has widened, it is 
due not to deterioration of the diet of the large family but to the 
improvement of that of the small family. The greatest depend- 
ence on carbohydrates as a source of energy was found in house- 
holds with four or more children or with children and 
adolescents. In families of three children protein consumption is 
92% of that recommended by the British Medical Association 
nutrition committee; in families with four or more children it is 
87%. These figures would be higher if a lower extraction rate 
were used by the millers in the preparation of white flour. 


Hunters’ Birthplace.—A committee representing the University 
of Glasgow, the Royal Faculty of Physicians and Surgeons, 
Glasgow, and the East Kilbride Development Corporation has 
been organized to raised a fund for the renovation and preserva- 
tion of the birthplace of William and John Hunter at Long 
Calderwood in Scotland. A sum of $56,000 is required to restore 
the fabric of the house and provide an endowment fund for 
future maintenance; $8,500 has already been raised in Scotland. 
The committee plans to organize a board of trustees to maintain 
the house as a memorial, a museum, a place of pilgrimage, and, 
if sufficient money is forthcoming, a research center. An appeal 
is being made to all members of the medical profession “to save 
this national histeric monument as a fitting memorial to the two 
brothers whose names will ever be gratefully remembered for 
their unique achievements in the advancement of medical knowl- 


edge.” 


High-Energy Radiation Unit.—A new high-energy radiation treat- 
ment unit has been opened at Cookridge Hospital, Leeds, and is 
being developed as a regional radiotherapy center. Funds for 
this have been provided by the Rockefeller Foundation, the 
British Empire Cancer Campaign, and the Leeds Regional Hos- 
pital Board. The new unit is the first of its kind in the country, 
as it will combine radiotherapy and radiation research. It shares 
with the British Empire Cancer Campaign the largest thera- 
peutic source of radioactive cobalt in the country. The unit has 
been planned to provide new techniques for the treatment of 
cancer and for research on the physical, chemical, and thera- 
peutic action of high-energy radiation. Physicists, chemists, and 
radictherapists will work in collaboration under one roof. The 
source of high-energy radiation will emit radiation equivalent to 
a machine working at about 3 million volts. 
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CORRESPONDENCE 


CANCER AS A CAUSE OF DEATH AMONG PATIENTS 
WITH OTHER CHRONIC DISEASES 


To the Editor:—Doshay (J. A. M. A. 156:680-684 [Oct. 16] 
1954) has suggested that patients with paralysis agitans are less 
likely than others to contract cancer. He states: “For reasons as 
yet unclear, cancer is phenomenally rare in paralysis agitans, 
despite the fact that the patients are in the age group 45 to 75, 
when the expectancy of cancer in the general population is high. 
(’-'y one proved instance of cancer has developed among the 

ral thousand cases I have followed during the past 20 years, 
and this patient had a rectal cancer, without operation or 
metastases, for 5 years, until she died during a vascular episode.” 

The patient material from the Ulleval Hospital (Oslo City 
Hospitals) has been used in an attempt to study this point 
quantitatively. All patients discharged alive during the years 
1917-1950 with a diagnosis of paralysis agitans or Parkinsonism, 
a total of 154, were registered. One record could not be located. 
The records for the other patients were studied, and each record 
was placed in one of the following four groups: (1) typical 
paralysis agitans without known etiology, 90 records; (2) post- 
encephalitic Parkinsonism, 16; (3) doubtful paralysis agitans, 
40; and (4) probably not paralysis agitans or postencephalitic 
Parkinsonism, 7. The seven cases in group 4 were omitted from 
further study. The remaining 146 patients were followed either 


materials from follow-up studies in two groups of patients, one 
with bronchial asthma and the other with myocardial infarction. 
More detailed descriptions of these studies have been given 
elsewhere (Westlund and Hougen: J. Chron. Dis. 3:34-45 [Jan.] 
1956. Life Insurance Companies Institute for Medical Statistics 
at the Oslo City Hospitals: Myocardial Infarction: An Epidemic 
and Prognostic Study of Patients from Five Departments of 
Internal Medicine in Oslo 1935-1949, Acta med. scandinav., 
supp. 315, 1956). The expected number of deaths from cancer 
has been calculated in the same way as for the group with 
paralysis agitans. The table gives the results in a condensed 
form. For comparison, data for the patients with paralysis agi- 
tans have also been included. It will be seen from the table that 
actual cancer deaths in the myocardial infarction group were 
slightly fewer than expected. On the whole, however, the dis- 
crepancies between actual and expected deaths in the table are 
small, A more detailed account of the study, mimeographed in 
Norwegian, is available on request. 


Knut M.D. 

Anna Houcen, Actuary 

Life Insurance Companies Institute for Medical Statistics 
Oslo City Hospitals 

Oslo, Norway. 


Deaths from Cancer, Actual Number and Expected, in Follow-Up Studies for Three Groups of Patients® 


No. of Deaths After Discharge 
— — 


t 
Actual 
xpected 
No: of Patients No.of Unknown Dele 
Calendar Yr. -—— “~—— — Observa- All Cause of from from 
Disease of Discharge Discharged Not Traced tion Yr. Deaths Death Cancer Cancert 
Paralysis agitans and Parkinsonism 1917-1950 146 4 763.5 lll 3 7 3.6 
Bronchial asthma 1917-1936 345 18 5,242.5 183 10 13 11.9 
Myocardial infarction 1935-1949 929 0 4,285.5 621 10 17 23.3 


$ The cause of death is taken from the death certificates. 


+t Expected number of deaths from cancer is calculated on the basis of the Norwegian cancer mortality rates with regard to age and calendar year 


distribution. 


until death or until July 1, 1955. One hundred eleven patients 
had died during the observation period, 31 were still alive at the 
end of the period, and 4 patients could not be traced. The total 
number of observation years in the material was 763.5. The 
expected number of deaths from cancer during these years was 
calculated in the following manner: Males and females were 
treated separately. The observation years were distributed in 
10-year age groups and 5-year calendar year groups and multi- 
plied by the corresponding official cancer death rates in Norway. 
These calculations gave a total of 3.6 expected cancer deaths in 
the material. Determination of actual deaths certified as due to 
cancer was obtained by studying the death certificates of the 111 
patients who had died. In three cases the certificate could not 
bé found. A total of seven deaths had been certified as due to 
cancer. Further information collected for these deaths revealed 
that the diagnosis had been confirmed by autopsy in two cases. 
In three other cases the diagnosis was built on reasonably con- 
clusive examinations prior to death. In the remaining two cases 
the diagnosis was questionable. These results—7 actual deaths 
versus 3.6 expected—do not lend support to the hypothesis that 
patients with paralysis agitans are in any way protected from 
contracting cancer. It may be mentioned that, among the pa- 
tients with typical paralysis agitans (group 1 above ), there were 
6 deaths due to cancer against an expected number of 2.0. 

It might be said against the method here employed that per- 
sons with chronic diseases possibly stay more completely under 
medical control than the average population, so that cancer will 
he more frequently diagnosed. Although this probably will not 
he of any great importance, we thought it might be of interest to 
compare the actual and the expected number of deaths in pa- 
tients with other chronic diseases. To do this, we have used the 


PSYCHOANALYSIS 


To the Editor:—There are some exceptions to be taken to the 
claims of Freudian psychoanalysis set forth with such conviction 
in the guest editorial of the July 21 issue of THe JourNnaL, page 
1160. In reading it one could be led to think that there had not 
been found anything like vital flaws in its doctrine and that the 
doctrine had not become much of a controversial issue in psy- 
chiatry in general. One need but observe what criticism the 
doctrine received directly and by implication in some of the 
papers read at the annual meeting of the American Psychiatric 
Association this year to become aware of the continuously 
smouldering conflict that the doctrine’s influence in the psychi- 
atric field has provoked and to see that the issue presented is 
not one to be resolved just by more and more experience arid 
research, but by philosophically reconsidering the principles 
that are implicated. Some of the papers received rather wide- 
spread publicity and served, no doubt, to help keep alive in the 
popular mind its scepticism about a psychiatry whose doctrinal 
disunity seems to be so anomalous as it faces the ever-growing 
incidence of mental disorder in the community. The animus with 
which this disunity was expressed at that meeting has lead the 
president of the association to publish in its journal a plea for 
the adoption of a more tolerant spirit in the treatment of the issue. 

The editorial asks for conclusive recognition of psychoanalysis 
as a scientific discipline. It notes the credit due to Freud for his 
“discovery of unconscious mental processes.” While this un- 
conscious area of the psyche may be seen as part of the evolu- 
tional background of man’s subjective life, investigation of which 
therefore involves us at once with the kind of problems that the 
genetic modality of vital phenomena presents, the editorial 
seems to overlook its opportunity to claim that Freud had 
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achieved a correct formulation of the genetic process. The key 
idea of the Freudian doctrine is the genetic idea, and the vaiidity 
of its claim to being scientific must depend upon the nature of 
the idea it has adopted. 

Freud astutely recognized that the nuclear aspect of so-called 
functional psychopathology is genetic in its character. He also 
saw that perhaps the greatest possibility of understanding the 
basic relationship between organic and psychic phenomena 
would be seen to exist in a view of the genetic factors that are 
common to both classes of phenomena. Here he was in agree- 
ment with the teachings of Dr. Karl G. Carus who, in Germany 
in 1831, was expounding the psychic unconscious and the genetic 
method of understanding it. In principle Freud was also in 
accord with the theory of degeneration that, in the latter part of 
the 19th century, was seen by psychiatrists to explain much 
pathology. But if Freud has achieved a correct formulation of 
the genetic process in the psychic field, his fame should pervade 
every sphere of biology, since the process must be identical in 
nature with that occurring in organic form. Up to now the 
ontogenetic process has been recognized as the primary and 
central problem of that science. The application of the Freudian 
formula to the organic domain should be the test of its validity. 
The disciple Ferenczi essayed to do some of this with his 
“bioanalysis.” This was consistent, as Freud’s formula is mecha- 
nistic, paradoxically. It conceives the genetic process as reversi- 
ble, in spite of the biological impossibilities that this implies. It 
confuses decomposition with degeneration and involution. Thus 
the crucial Freudian idea of regression (and restitution) is sup- 
ported, and it is adhered to although no material tissue changes 
are found in a patient to correspond to such a process. But the 
concept of such play of a genetic process, as a principle of 
pathology, is not used in somatic medicine, and its continued 
employment in psychiatry must tend to estrange this specialty 
from the general medical field until the differences are resolved. 

No specialty in medicine as much as psychiatry seems to call 
for an acquaintance with general philosophical principles as 
basic preparation for research, teaching, and practice. This fact 
naturally would be recognized distinctly by any doctrine that 
claims to give anything like a systematic interpretation of psycho- 
pathology. But the philosophical position as well as the scientific 
status of psychoanalysis is ambiguous. It fails to perceive differ- 
ences in modalities, as when it assumes that the genetic and the 
mechanistic are interchangeable. It professes to be, in its nature, 
a science of individuality, since psychiatry perhaps more than 
any other medical discipline must treat its patient as an indi- 
vidual rather than as a type. But, strictly speaking, science does 
not know individuals, and this is as true now as when Aristotle 
said: “Scientia est de universalibus.” Furthermore, psychoanaly- 
sis claims to be scientific in a field where the strictly scientific 
method again does not apply exhaustively, when it asserts that 
it has its foundation in biological processes that, in fact, are not 
understood by biologists or that show no changes of a character 
that correlate with Freudian mechanisms. 

It is necessary to conclude, therefore, that, far from being a 
basic science, psychoanalysis is itself much in need of whatever 
reformulation it can undergo that may give it an authentic bio- 
logical basis. The urgent need of a comprehensive working 
theory of psychopathology to use in managing the current burden 
of mental disorder in modern life should not seem to be justifi- 
cation for disregarding this conclusion. 


Josepu H. Toomey, M.D. 
5424 Arlington Ave. 
Riverdale, Bronx 

New York 71. 


EDUCATION AND NEUROLOGY 


To the Editor:—I have just read Dr. Benjamin Boshes interesting - 


article, “The Responsibility of the Graduate Educator in 
Neurology and Psychiatry” (J. A. M. A. 161:1213 [July 28] 
1956), and I anticipate that this will not be the only comment 
on that somewhat hypercritical paper. Dr. Boshes is an experi- 
enced neurologist, but I am certain that his experiences with 
neurological surgeons cannot have all been 7s bad as his com- 
ments would indicate. While I would not deny that in some of 
the cases he mentioned there was apparently insufficient 


J.A.M.A., November 3, 1956 


justification for heroic diagnostic procedures, I should like to 
assure him that most neurosurgeons have heard of multiple 
sclerosis and tension headaches. Indeed we spend much of our 
time discouraging further neurological examinations for the 
latter, but in some atypical cases we feel that spinal air studies 
are the more conservative approach. Most of us can readily 
recall patients who were given “functional” or “degenerative” 
diagnoses elsewhere only to have such things as platybasia, 
intramedullary cervical cord tumor, central cervical disks with- 
out plain x-ray changes, or midline cerebellar tumors show up on 
more thorough study. These are not figments of my imagination 
but actual examples of cases that had been missed by neurol- 
ogists, some at famous clinics, who had placed too much 
reliance on the clinical neurological examination. After all, 
the most important use of air studies and myelography, etc., 
is to elucidate surgical lesions where the clinical examination 
will only allow us to be suspicious of such. Who has not seen 
a chronic subdural hematoma masquerade as a_ cerebral 
thrombosis? Dr. Boshes criticizes an unnamed neurosurgeon 
for an extremely brief hospital record of his history and 
physical examination, consisting of the following statements: 
“Intractable headache, no neurological findings. Impression: 
Intracranial pathology, tumor? Ventriculography.” Dr. Boshes 
states about the neurosurgeon: “he is mechanically oriented, 
not broadly grounded neurologically.” He makes these assertions 
in such a way as to give the impression of describing a typical 
neurological surgeon. I wonder what Dr. Boshes thinks we study 
during our five plus years of specialty training? Oh, yes, where 
does one find a hospital these days that permits those brief 
histories and physicals? 


Epwarp J. Sutuivan, M.D. 
512-516 Greenleaf Bldg. 
~ Jacksonville 2, Fla. 


ROTATING INTERNSHIPS 


To the Editor:—In the Aug. 25, 1956, issue of THE JouRNAL, 
page 1664, I have read with concern the resolution passed by the 
House of Delegates of the American Medical Association to the 
effect that the Council on Medical Education and Hospitals be 
requested to increase its efforts to encourage rotating internships 
rather than straight internships in all hospitals approved for the 
latter. If this resolution is followed to its logical conclusion, as a 
condition for approval straight internships will eventually be 
abolished in favor of rotating internships. Irrespective of the 
virtues or faults of either type of internship, there appear to me 
to be three strong objections to such action. 1. The effort to estab- 
lish rotating internships universally, presumably of two years’ 
duration, would suggest concern not with the improvement of the 
quality of internship training but rather with the quantity of 
interns available for hospital appointments. Such a motivation 
cannot help but result in a deterioration in the quality of intern- 
ship training. 2. The A. M. A., in its laudable campaign against 
compulsory health insurance, has repeatedly emphasized the 
need for preserving our American free enterprise system. Time 
and again it has demonstrated the dangers to individual liberty 
that lie ahead if we permit our free institutions to lose even a 
fraction of the autonomy that has made it possible for them to 
achieve greatness. The eventual establishment of a uniform ro- 
tating internship would restrict the freedom of action of our free 
and independent hospitals. 3. An institution, one of whose pri- 
mary functions and objectives is medical education, cannot help 
but deeply resent the possible imposition of restrictions in the 
field of medical education. Certainly our large teaching centers 
have a responsibility to experiment in educational techniques. 
I believe that most of us in the field of providing hospital and 
medical care recognize the fine job the Council on Medical Edu- 
cation and Hospitals is doing in its efforts to improve the quality 
of training available to recent medical school graduates. I hope 
that it will continue to use its influence for the academic free- 
dom of those individuals in large teaching hospitals who are 
dedicated to the provision of optimal training for young doctors. 


Henry N. Pratt, M.D. 
Director, New York Hospital 
525 E. 68th St. 

New York 21. 
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MISCELLANY 


NATIONAL DISEASE AND THERAPEUTIC INDEX 

The National Disease and Therapeutic Index, a medical statis- 
tical research program, has completed its first few months of 
operation with the promise of interesting and useful results. 
Designed to provide information on the nature, scope, and 
frequency of occurrence of nonfatal disease, injury, and other 
conditions as seen by the doctor in private practice in the United 
States, the program involves the compilation of statistical data 
showing why patients see doctors and what types of treatment 
they receive. Nearly 800 doctors, located in 27 statistically 
selected, representative areas in 21 states and the District of 
Columbia, already are participating in this important project, 
which has aroused the professional interest of medical men and 
particularly of medical educators and those involved in both basic 
and applied research. A recent analysis of the nearly completed 
national panel showed the following representation by types of 
practice: 346 general practitioners; 50 obstetrician-gynecologists; 
4 obstetricians; 2 gynecologists; 86 surgeons; 110 internists; 50 
pediatricians; 17 eye, ear, nose, and throat specialists; 14 urolo- 
gists; 15 dermatologists; 3 allergists; 21 otolaryngologists; 
2 neurosurgeons; and 4 proctologists. 

Established to meet the long-recognized need for statistics on 
morbidity as contrasted with those on mortality, the program was 
explored thoroughly by members of the American Medical Asso- 
ciation staff; representatives of many state, county, and local 
medical societies; a number of medical educators; and others in 
the medical profession and allied fields before being put into 
operation. The nonexistence of reliable data in this area of re- 
search and the potential value of such data in both general and 
specialized medical practice, in research, and in education has 
been recognized consistently by those consulted. 

To accomplish the objectives of the program, a panel of some 
864 randomly selected doctors is being established, consisting of 
approximately 32 men in each statistically selected sample area. 
The design of the distribution provides for the inclusion of both 
urban and rural doctors and proper proportional representation 
of general practice and the various specialties. Each cooperating 
doctor will report four times per year, giving the age, sex, diag- 
nosis or diagnoses, and treatment used for each patient seen 
during the course of a 48-hour period once each quarter. In a 
pilot study conducted with 50 doctors in the Philadelphia area 
in September, 1955, it was determined that the program was 
completely feasible and that the required case record for each 
patient could be completed in less than one minute. Of particular 
importance to the members of the medical profession and the 
public is the fact that the names of patients are not involved and 
the names of reporting doctors are never identified with case 
records. 

To serve <s liaison with the reporting doctors and to supervise 
the operation of the program in each area, 27 coordinators have 
been appointed. Their function is to assist in enlistment work and 
scheduling of reporting dates and to do preliminary coding of 
diagnoses according to the Manual of International Statistical 
Classification of Diseases, Injuries, and Causes of Death.’ The 
reporting doctors are encouraged to use the terminology of the 
Standard Nomenclature of Diseases and Operations in recording 
their diagnoses. The coordinators are drawn from among trained 
medical personnel in each sample area. 

The full research facilities of Taylor, Harkins and Lea, Inc., 
Philadelphia, have been utilized in the organization, develop- 
ment, and operation of the National Disease and Therapeutic 
Index, and the program has the support of leading ethical 
pharmaceutical houses. Liaison has been established with the 
Bureau of Economic Research of the American Medical Associa- 
tion to assure that that organization will be prepared to receive 
and utilize such data as may, after careful analysis and evalua- 
tion, be available. Other organized medical groups and the na- 
tion’s medical schools should eventually benefit from such useful 
data as may be developed from time to time as a result of the 


program. 


In summary, the data to be gathered by means of the National 
Disease and Therapeutic Index eventually should aid medical 
educators in planning new and revising current curriculums; 
medical investigators in determining the directions to be taken 
and the goals to be sought in research; practicing doctors, par- 
ticularly in their efforts directed toward preventive medicine; 
health organizations in planning establishment and development 
of future programs and revision or possible abandonment of 
current ones; and pharmaceutical manufacturers in research and 
product development designed to meet current and future needs. 
Because of the vast scope of the program, it will be some time 
in the latter part of 1957 before data can be processed and 
evaluated to determine what may be of benefit to various seg- 
ments of the profession. 


References 


1. Manual of Internetional Statistical Classification of Diseases, In- 
juries, and Causes of Death: Sixth Revision of International Lists of Dis- 
eases and Causes of Death, Adopted 1948, Geneva, Switzerland, World 
Health Organization, 1948. 


MEDICAL FILM REVIEWS 


Coronary Artery Disease: 16 mm., color, sound, showing time 30 minutes. 
Prepared in 1956 by and procurable on loan from Claude S. Beck, M.D., 
2065 Adelbert Rd., Cleveland 6. 


This film begins with a discussion of the cause of death in car- 
diac ischemia and a method of prevention of death that is effec- 
tive in 90% of these patients. The film also includes a presentation 
of animal experimentation work; an autopsy specimen demon- 
stration; a description of the operative procedure used on pa- 
tients, with a discussion of the reasons for the successful results 
obtained; and a presentation of 10 patients it various periods 
from one month to three years after operation. The animal ex- 
periments presented include the production of anoxia throughout 
the entire heart as contrasted with that produced in a localized 
area through ligation of a primary coronary vessel. The latter 
condition sets up a trigger-like mechanism that may produce 
cardiac fibrillation and death. The Beck operation, which results 
in the prevention of death in 90% of patients with cardiac 
ischemia, is described as follows: (1) mobilization of and plac- 
ing a ligature around the coronary sinus; (2) abrasion of the 
pericardium and epicardium; (3) ligation of the coronary sinus 
on a 3-mm. probe, to maintain that amount of lumen for return 
flow of venous blood to the right side of the heart; (4) the plac- 
ing of 0.2 gm. of ground asbestos on the epicardium to stimulate 
the production of vascular adhesions; and (5) the suturing of 
both pericardium and pericardial fat to the heart. In dogs in 
which this procedure is done the heart is protected to the extent 
that the mortality rate is only 26% after the ligation of the de- 
scending ramus of the coronary artery, as compared to a mor- 
tality rate of 70% when this procedure is not carried out. The 
back-flow test of coronary circulation is increased more than 5% 
after the operation is performed, giving rise to as much as 282 cc. 
of blood flow per hour in these experiments. Through improve- 
ment of communications between coronary arteries, the myocar- 
dium is preserved in a better condition. Just prior to the time this 
film was made, the mortality rate in 100 human beings on whom 
this type of operation had been performed was 6%. Of the 10 
patients presented in this film, 9 are working, and all are either 
completely relieved or markedly improved since operation. Some 
mention should be made, in the film, regarding the selection of 
patients and the indications for and contraindications to the 
operation. 

Dr. Beck introduces the film in person and narrates it well. 
Color is excellent, and the exposure is adequate at all times. 
Since this film includes much scientific data as well as operative 
technique, it would be useful in teaching, especially at the grad- 
uate level. It would be of special value for graduate teaching in 
cardiac surgery. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Treatment of Carbon Monoxide Intoxication by Cytochrome. 
J. F. Gros and P. Leandri. Presse méd. 64:1356-1357 (July 28) 
1956 (In French) [Paris, France]. 


Carbon monoxide injures the cytochrome system. Cytochrome 
treatment in carbon monoxide intoxication is therefore of great 
importance. Its therapeutic effects vary according to the pre- 
vious condition of the victim, the time of exposure in a toxic 
atmosphere, and the degree of carbon monoxide concentration. 
Clinical material is scarce, and further cases must be reported 
before a definite conclusion can be reached. So far, 20 patients 
in coma due to carbon monoxide intoxication have been treated 
by cytochrome medication after having been given the usual 
artificial respiration and inhalation of oxygen. Blood-letting and 
injections of novocaine and of cardiorespiratory analeptics were 
also used. Cytochrome was given by intravenous injection, in 
doses of from 15 to 60 mg. of cytochrome C in isotonic sodium 
chloride solution; the maximum dose at one injection was 30 
mg., repeated 15 minutes later when necessary. All the patients 
revived in from 8 to 30 minutes after administration of the 
drug, and all survived except two who died later as a result of 
secondary complications. There were no side-effects except for 
vomiting in one case. The duration of the coma seems to be 
shortened by cytochrome treatment; cardiopulmonary conditions 
improve; and cyanosis disappears quickly. 


Survival Rates After Acute Myocardial Infarction with Long- 
Term Anticoagulant Therapy. J. W. Keyes, E. H. Drake and 
F. J. Smith. Circulation 14:254-259 (Aug.) 1956 [New York]. 


Continuous long-term anticoagulant therapy with bishydroxy- 
coumarin (Dicumarol) was practiced at the cardiology division 
of the Henry Ford Hospital, Detroit, in 121 selected patients 
with acute myocardial infarction. A group of 234 unselected 
patients with acute myocardial infarction who had been treated 
at the same hospital before the use of anticoagulant drugs for 
this condition and who received the same general medical care 
as the 121 selected patients served as controls. Both groups 
were divided into two subgroups, one consisting of patients 
with a single infarct and one in which the patients had survived 
the acute phase of two or more well-substantiated episodes of 
acute myocardial infarction before being placed on therapy. A 
comparison was made of the death rates of the treated and the 
control groups with mortality determinations made at six-month 
intervals for the first two years and then at yearly intervals up 


_ to five years. The rate of death in the group with single infarct 


was three times greater for patients not receiving anticoagulants. 
In the group with recurrent infarcts the rate of death was five 
times greater without anticoagulant therapy than with it. Seven 
new myocardial infarctions occurred among the 121 patients 
receiving anticoagulant therapy, an incidence of 5.7% The 
prothrombin time was determined with the Quick two-stage 
method and was considered adequate in five, unsatisfactory in 
one, and unknown in one of the seven patients. Twelve deaths 
(9%) occurred among the 121 treated patients as compared with 
112 (48%) among the 234 control patients. Hemorrhage was a 
contributing cause of death in three of the seven patients in the 
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treated group, although in none was death caused by blood loss 
alone. Anticoagulant therapy was discontinued in 28 patients 
who had been started on a long-term program; in 14 patients 
therapy was discontinued because of hemorrhage, and the other 
14 patients discontinued treatment of their own accord. New 
infarcts occurred in 14 of the 28 patients during a period of 
from 3 day to 20 months after withdrawal of the anticoagu- 
lants. Thus-the incidence of acute myocardial infarction among 
patients discontinuing therapy is high. Six of these 14 infarcts 
were fatal. One patient had a popliteal embolus after cessation 
of anticoagulant therapy, and the remaining 13 patients were 
alive 4 to 54 months after therapy had been discontinued. 

In the course of five years of long-term anticoagulant therapy, 
bleeding occurred 54 times in 51 patients (42.1%). “Serious” or 
“major” bleeding occurred in 16 patients (13.2%) and minor 
bleeding in 35 (29%). In view of the time involved, the inci- 
dence is not excessive, since the hazard from hemorrhage is 
considerably less than that from the progress of the disease. 
Hemorrhagic manifestations do not constitute a contraindication 
to anticoagulant therapy. A trained anticoagulant team, working 
with a well-equipped laboratory, is necessary for the success of 
anticoagulant therapy. Regular weekly prothrombin determina- 
tions must be made. Long-term anticoagulant therapy has been 
particularly effective in patients with recurrent infarcts. 


Local Treatment of Arthropathies with High Doses of Hydro- 
cortisone Acetate. Reumatismo 8:214-219 (July-Aug.) 1956 (In 
Italian) [Milan, Italy]. 


Fifty-six patients with rheumatic and articular disease were 
treated with intra-articular injections of hydrocortisone acetate. 
The doses were considerably higher than usual. In 20 patients 
with rheumatic arthritis the drug was almost always injected 
into the knee; the patients were followed for at least one month; 
results were very good in 17 cases and good in 3. Twenty-seven 
patients had arthrosis; negative results followed in only two 
cases. Injections of 5 cc. of hydrocortisone, equivalent to 125 
mg. of hydrocortisone acetate, were always well tolerated. The 
qualitative effect of high doses of the drug is similar to that of 
low doses of the drug, but the quantitative effects are much 
better. Results last longer and repetition of the treatment can 
be avoided. Longer-lasting results were obtained in patients 
with rheumatic arthritis who were also undergoing treatment 
with prednisone. Five cases of periarthritis were cured rapidly 
with one injection, and the results were still good after a month. 


The Prevention and Correction of Deformity in Rheumatoid 
Arthritis. N. Swanson. Canad. M. A. J. 75:257-261 (Aug. 15) 
1956 [Toronto, Canada]. 


Both knees, both elbows, and many finger joints of a 16-year- 
old boy were painfully swollen due to rheumatoid arthritis. 
They were immobilized in plaster-of-Paris splints, which pre- 
vented all painful movements and so relieved the muscle spasm. 
The temperature and erythrocyte sedimentation rate fell toward 
normal, and body weight later rose rapidly. Joint immobiliza- 
tion marked the turning point in the illness and in some way 
also favorably affected the systemic manifestations. Muscle 
spasm is the initiating cause of deformity in rheumatoid arthri- 
tis. If a splint can act as an artificial spasm-substitute, the physi- 
ological spasm, whose fundamental purpose is to fix the joint in 
slight flexion in order to prevent movement that worsens the 
pain caused by the inflammatory process, will no longer be 
necessary and the muscle will relax. In the case of a 65-year-old 
man, a posterior, nonpadded skin-tight splint of plaster-of-paris 
was applied to the leg. The left knee was in 45-degree flexion 
when the splint was applied. At the end of seven days the cuffs 
were removed. The ankle was lifted up with the thigh remain- 
ing inside. For several days afterward, the leg was lifted out 
for exercise only and then replaced in the splint with a bandage 
instead of the cuffs to restore the immobile state. The exercises 
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included gentle flexion a few times only each day. After an- 
other four days a fresh splint was made with the same tech- 
nique, with the leg in the new position in order to consolidate 
the gain made. The leg was nearly straight when the second 
cast was removed after an additional week. 

Not only knee joints but also hand deformities lend them- 
selves to correction readily by correctly applied light splints. 
Two cases, one of a 51-year-old man and one of a middle-aged 
woman, illustrate the improvement which took place in their 
hands, with increased range of flexion and extension of the 
fingers obtained by wearing light, comfortable splints continu- 
ously at first and later intermittently. Splints are a valuable and 
often essential part of the treatment of rheumatoid arthritis, 
especially when a joint is acutely and painfully swollen; when 
muscle spasm about a joint is producing deformity; and when 
subluxation has impaired function, which could be improved 
if the extremity or a part of it were held in a better position. 


A Clinical and Pathological Study of Sixteen Cases of Rheuma- 
toid Arthritis with Extensive Visceral Involvement (“Rheuma- 
toid Disease”). R. J. G. Sinclair and B. Cruickshank. Quart. J. 
Med. 25:313-332 (July) 1956 [Oxford, England]. 


Patients who have arthritis of the rheumatoid type may have 
involvement of tissues other than the joints. Three types of 
lesions have been described in previous accounts of systemic 
involvement: granulomas, nonspecific inflammation, and amyloi- 
dosis. This report is concerned with clinical and pathological 
data on 16 patients with widespread systemic involvement. 
Thirteen of the patients were women and three were men. The 
main lesions found were granulomas in the heart (five cases) 
and elsewhere (two cases ), arteritis (nine cases), pleurisy (seven 
cases), splenomegaly (four cases), lymphadenopathy (four 
cases ), lymphorrhages in muscles and nerves (nine cases), and 
amyloidosis (four cases). Rheumatoid endocarditis was present 
in eight patients, with clinical evidence in seven. Some combi- 
nation of myocarditis, coronary arteritis, or pericarditis was 
present in another five patients, all of whom showed clinical 
features of cardiac involvement. Pleurisy had occurred in 12 
patients, in 7 of whom no etiological factor could be found. 
Further evidence is presented to show that unexplained pleurisy 
is very common in rheumatoid arthritis. 

Amyloidosis is regarded as a systemic manifestation of the 
disease. The visceral lesions of rheumatoid arthritis were the 
main cause of death in eight patients and a major contributory 
factor in another seven patients. None of the lesions was con- 
sidered to be the result of treatment. The term rheumatoid 
arthritis refers to a nonspecific lesion confined to the joints. It is 
suggested that cases in which other tissues are involved should 
be called rheumatoid disease. The authors regard it as unfortu- 
nate that rheumatoid disease and arthritis of rheumatoid type 
have been included under the heading “collagen diseases,” for 
the evidence at present available does not justify this step. All 
the lesions of rheumatoid disease affect mesodermal or connec- 
tive tissues, but it is not possible to pick out a common basic 
change in all the different sites. Although many of the changes 
are nonspecific, they occur often enough to be regarded as part 
of the disease. There are differences of opinion about the part 
played by collagen in the granuloma of rheumatoid disease and 
about the composition of the fibrinoid material that is one of 
its main features. It does not seem possible that all the lesions 
of the disease can be explained on the basis of a primary ab- 
normality of collagen. 


The Rash of Rheumatoid Arthritis and Still’s Disease. I. C. 
Isdale and E. G. L. Bywaters. Quart. J. Med. 25:377-387 (July) 
1956 [Oxford, England]. 


Isdale and Bywaters believe that the rash that may occur in 
rheumatoid arthritis and in Still’s disease (multiple rheumatoid 
arthritis affecting children and marked by enlargement of lymph 
nodes, particularly of the spleen and by irregular fever), has 
received insufficient attention. Although it is usually considered 
infrequent, in the experience of these authors it is not uncom- 
mon, and, since it is easily recognizable, it has proved of great 
diagnostic value, particularly in early cases without arthritis. 
The authors surveyed 166 cases of Still's disease seen in the 
Canadian Red Cross Memorial Hospital in the last 7 years and 
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over 500 cases of rheumatoid arthritis seen at the Postgraduate 
Medical School of London during the last 15 years. In all cases 
designated as Still’s disease the condition had started before the 
16th birthday. The diagnosis in all cases was based on the pres- 
ence or development of polyarthritis of the rheumatoid type 
affecting a number of joints, or, in juvenile cases where less than 
four joints were involved, on synovial biopsy showing character- 
istic rheumatoid changes. The characteristic rash consists of 
small macular lesions, 3 mm. or less in diameter, with a slightly 
irregular margin. Larger lesions may sometimes occur and may 
show central pallor. Less commonly the rash may appear con- 
fluent over areas up to 5 cm. in diameter. It may be slightly 
raised, especially when it first appears, but does not itch. Such 
papules usually become flattened, but occasionally small ringed 
areas with slightly raised margins may be seen. The rash is 
bright salmon-pink in color: it is usually surrounded by a nar- 
row areola of normal skin that is paler than its surroundings. 
Lesions occur most frequently on the limbs and over the trunk, 
less often on the face and neck. 

This rash occurred in 46 (27.7%) of 166 children with Still's 
disease. It was also observed in 7 of more than 500 adults with 
rheumatoid arthritis. The rash is frequently associated with in- 
termittent fever, splenomegaly, lymphadenopathy, and other 
signs of activity of the disease, particularly a raised sedimenta- 
tion rate. It is transient, appears towards evening and with high 
temperatures, and does not spread. It may last, on and off, 
for a week or for many years. It appears usually within two 
weeks of the onset of the disease or may precede other mani- 
festations by a period ranging from six months to three years. 
Histologically it is characterized by a sparse infiltrate of poly- 
morphonuclear cells in the subepitheiial layer. The effects of 
various local procedures were tried on the rash. The applica- 
tion of hydrocortisone ointment twice daily was ineffective. 
Intracutaneous injection of isotonic solution of sodium chloride 
was likewise ineffective, but local injection of hyaluronidase in- 
hibited the formation of the macules. 


ABO Blood Groups and Gastro-Duodenal Diseases. B. P. Bil- 
lington. Ann. Med. 5:141-148 (May) 1956 [Sydney, 
A ia]. 

The investigations reported here were undertaken to ascertain 
whether the associations of gastroduodenal diseases and ABO 
blood groups were as valid for Australia as for the United King- 
dom. Records of public inpatients at a Sydney hospital were 
analyzed during the period 1947 to 1954. As blood grouping is 
not performed on all inpatients, only those cases in which data 
were available by virtue of transfusion for bleeding or surgical 
intervention could be admitted to this series. No immigrants 
were included. The author was able to adduce evidence that 
there is an association between chronic duodenal ulcer and 
blood group O, but no significant difference in the ABO blood 
group distribution was found between controls and patients 
with chronic gastric ulcer taken as a whole. Patients with chronic 
gastric ulcer may be divided into two. significantly different 
populations with regard to ABO blood group distribution ac- 
cording to the site of the ulcer. To a degree differing sig- 
nificantly from that found in a control population, prepyloric 
ulcer appears to be associated with blood group A and non- 
prepyloric ulcer with group O. Carcinoma of the stomach in 
this small series was not found to be associated with blood 
group A, as had been observed in Britain. Patients with car- 
cinoma of the stomach can also be divided into two significantly 
different populations with regard to ABO blood group dis- 
tribution according to the site of origin of the neoplasm. To a 
degree differing significantly from that found in a control popu- 
lation, prepyloric carcinoma appears to be associated with blood 
group A and nonprepyloric carcinoma with blood group O. The 
association between carcinoma of the stomach and blood group 
A found in Britain may be explained by a higher proportion of 
prepyloric carcinoma there than in the present series. 

Association between chronic gastric ulcer and gastric carci- 
noma and the ABO blood groups appears to be governed in part 
by the site of lesion, prepyloric lesions being associated with 
blood group A and nonprepyloric lesions with blood group O, 
irrespective of the nature of the lesion. There is no explanation 
for the association between ABO blood groups and gastrodu- 
odenal disease. It seems possible that gastric mucous secretions 
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may be more important than gastric parietal (acid) secretions 
in such associations. If ABO blood groups are associated with 
gastric resistance or susceptibility factors, and if a relationship 
to a single gene is involved, then it would appear from this 
small series that an association with blood group gene O is 
more likely to be implicated with protection of the prepyloric 
mucosa to both ulcerogenic and carcinogenic factors. 


Chronic Cough: Analysis of Etiologic Factors in a Survey of 
1,274 Men. A. M. Phillips, R. W. Phillips and J, L. Thompson. 
Ann. Int. Med. 45:216-231 (Aug.) 1956 [Lancaster, Pa.]. 


A study of 1,274 men was carried out in an attempt to deter- 
mine the incidence of chronic cough. For analytical purposes, the 
men studied were divided into two groups between which there 
were geographical, residential, and occupational differences. 
Group 1 was composed of 974 men employed in a large steel- 
making plant in West Virginia, and group 2 consisted of 300 
male patients chosen at random from the medical and surgical 
wards of the Veterans Administration hospital in Providence, 
R. Il. The men in group 1 worked in and most of them resided in 
or near a single, highly industrialized urban community in which 
the general air environment contained considerable dust and 
smoke. Two hundred ninety-seven (31%) of the 974 men had 
chronic cough. The 300 in group 2, from which patients with 
specific pulmonary disease, congestive heart failure, and ad- 
vanced terminal disease were excluded, lived in scattered areas 
of New England, including rural and urban communities with 
none or only mild air pollution. One hundred thirty-two (44%) 
of the 300 men had chronic cough. Thus 429 (34%) of the total 
of 1,274 men gave a history of chronic daily cough with sputum. 
The findings failed to show that residence in a generally more 
polluted urban atmosphere leads to increased incidence of chronic 
cough. 

In addition to the general environmental factors, those of 
previous pulmonary infection, smoking habits, and age were 
evaluated. Correlation was found between cigarette smoking and 
chronic cough. This was shown by the direct effect of the quan- 
tity of cigarettes smoked daily, the cessation of cough in the 
men who stopped smoking, and the striking increase in cough 
with age in the smokers. No direct correlation was seen with any 
of the other factors except age, and this was of importance 
chiefly in those who smoked cigarettes. It is suggested that, in 
view of these findings, certain factors such as industrial exposure, 
commonly considered as important in causing chronic cough and 
bronchitis, may need reevaluation. Comparison between smokers 
and nonsmokers would seem to be an integral part of such 
studies. The high incidence of chronic cough in the older age 
group of cigarette smokers, together with its duration, may well 
be related to structural changes in the lungs of such persons. 
The development of chronic bronchitis secondary to inhalation of 
cigarette smoke deserves consideration as the most common 
cause of pulmonary emphysema. 


A New Intra-Arterial Treatment of Arterial Diseases of the 
Lower Extremities. P. Snabl, Z. Fiala and F. Polak. Ztschr. ges. 
inn. Med. 11:660-665 (July 15) 1956 (In German) [Leipzig, 


Germany]. 


The intra-arterial administration of drugs in the treatment of 
arteriosclerotic disorders has the advantage of producing, even 
with the administration of relatively small doses, a compar- 
atively high concentration at the site of action. The authors 
report their experiences with the following: (1) procaine hydro- 
chloride in a dose of 10 ml. of a 1% solution; (2) nicotinic acid 
with ethanol amine ( Neopeviton) in a dose of 5 or 10 ml.; (3) 
heparin in a dose of 5,000 anticoagulation units; and (4) tetra- 
ethylammonium bromide (TEAB) in a dose of 3 to 10 ml. The 
drugs were given daily by injection into the femoral artery. A 
course of treatment consisted of either 15 to 20 or 20 to 30 
injections. Each drug was studied in six patients and its evalu- 
ation was based on the claudication test and on the tempera- 
ture and color of the skin. The number of steps the patient 
was able to take before and after treatment during the claudi- 
cation test provided a quantitative indicator for the therapeutic 
effect and could be statistically evaluated. The other criteria 
were suitable only for qualitative analysis. All the data indi- 
cated that tetraethylammonium bromide was much more effec- 
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tive than the control drug procaine hydrochloride, and the other 
drugs had usually about the same effect as procaine hydro- 
chloride. Since the injections of tetraethylammonium bromide 
into the femoral artery were well tolerated and since, unlike 
intravenous injection, intra-arterial injection of this drug did 
not reduce the blood pressure excessively, the authors feel that 
the intrafemoral administration of tetraethylammonium bromide 
can be recommended for the treatment of obliterative disorders 
of the lower extremity. 


Indications for Hydrocortisone and Prednisone Treatment of 
Progressive Pulmonary Tuberculosis: Four Years’ Experience 
with 70 patients. G. Favez and F. Aguet. Schweiz. med. 
Wehnschr. 86:843-851 (July 28) 1956 (In French) [Basel, 
Switzerland]. 


Extensive progressive pulmonary tuberculosis with predomi- 
nantly pneumonic foci, recent in appearance, and acute miliary 
tuberculosis call for treatment with hydrocortisone and predni- 
sone in combination with antibiotics. Prednisone gives better 
results, Resorption of the parenchymal opacities is remarkable, 
and so is the steady improvement in general health. Cortico- 
therapy, which is only an initial treatment, should be followed by 
continual antibiotic and bacteriostatic therapy. However, the 
therapeutic effects of adrenal hormones are not sufficiently well 
known, and the side-effects are not so slight as to justify inclu- 
sion of cortisone medication in the usual therapeutic pattern in 
tuberculosis. Tuberculous meningitis constitutes another indica- 
tion for cortisone therapy. A careful study of the patient and the 
efficient prophylaxis provided by antibiotics make possible the 
employment of similar preparations in acute cases. 

Twenty patients with pneumonic tuberculosis with extensive 
onset were improved clinically and radiologically during treat- 
ment with hormones. Many of them would have died without 
the help of cortisone therapy. The first to be treated, who were 
the most seriously affected, have been able to return to their 
work. Two years have elapsed and symptoms have not reap- 


peared, 


Acute Gastritis as the Cause of Otherwise Unexplained Upper 
Gastrointestinal Hemorrhage. E. L. Posey Jr. and S. L. Stephen- 
son Jr. Am. J. Gastroenterol. 26;137-149 (Aug.) 1956 [New 
York]. 


Acute gastritis is a not infrequent cause of gastrointestinal 
hemorrhage and sometimes induces severe loss of blood. Surgi- 
cal intervention may, on rare occasions, be required to halt 
exsanguination. A host of other diseases have been recognized 
and listed as capable of producing hemorrhage from the upper 
gastrointestinal tract, making a careful and complete examina- 
tion necessary if an accurate diagnosis is to be established. 

The records of all the patients (148) with upper gastrointesti- 
nal hemorrhage seen at the Veterans Administration Center, 
Jackson, Miss., from June, 1949, through May, 1954, were 
reviewed, and all cases of gastritis established by gastroscopy 
or at operation, or both, were carefully studied to determine the 
clinical picture, the severity of bleeding, and the importance of 
the possible causes. Gastroscopy was performed in 478 patients 
with various disorders during this period, and some form of 
gastritis was found in 116, in 7 of whom bleeding occurred. 
Hemorrhage was recurrent in some cases, so that there were 11 
admissions in all. The patients ranged in age from 29 to 44 
(average age at time of hemorrhage, 35.6 years). Bleeding oc- 
curred most frequently in the late fall and winter months. Blood 
loss was severe in two patients, mild or moderate in nine. In a 
single instance subtotal gastric resection was required to stop 
the bleeding. The average hospital stay was 16.7 days. Free 
hydrochloric acid was demonstrated in the gastric contents of 
each patient. Bleeding was in every case the initial manifesta- 
tion of the gastritis. There was no interim or premonitory dys- 
pepsia except for two weeks of vague symptoms in one patient. 
Bleeding appeared dramatically in eight admissions; in the other 
three, it developed slowly. Nine of the hemorrhages occurred 
either during or within 72 hours after an alcoholic debauch. 
One patient appeared to have a sensitivity to orange juice, since 
each of his two hemorrhages followed the ingestion of large 
quantities of this beverage. 
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The behavior of acute gastritis with hemorrhage differs com- 
pletely from that of chronic gastritis. The exogenous agent, be 
it alcohol or an allergen, apparently produces a sudden violent 
mucosal reaction with congestion, erosion, and hemorrhage, 
which heals without residual symptoms in a few days’ time. 
None of these patients died, and not a single case of fatal hem- 
orrhage from gastritis has been found in the literature. Appar- 
ently this condition is essentially a benign disorder, even though 
the blood loss may be severe. 


Clinical Experience with Streptomycin of “Reduced Toxicity” 
(Streptothenat) in Treatment of Tuberculosis. G. Jaccard and 
T. Becht. Schweiz. med. Wchnschr. 30:862-864 (July 28) 1956 
(In German ) [Basel, Switzerland]. 


Forty-one patients with pulmonary tuberculosis, three with 
tuberculous pleurisy, and two with tuberculous meningitis were 
given intramuscular injections of streptothenat, a mixture of 80% 
of streptomycin sulfate and 20% of streptomycin pantothenat. 
Most of the patients were given injections of 1.5 or 2 gm. of 
streptothenat two or three times a week; they had no local pain, 
and only 10 patients had dizziness or headache. Thirteen patients 
who were given 3 or 4 gm. of the drug twice a week had toxic 
side-effects consisting of damage to the vestibular nerve. 

Streptothenat was given a trial in this small number of patients 
in an attempt to determine whether this compound, which exerts 
the same tuberculostatic effect as streptomycin, can be given in 
higher doses than streptomycin sulfate without causing undesir- 
able side-effects. The clinical experiences in the 46 patients and 
determinations of the concentration of streptothenat in the blood 
of 11 of these patients suggest that strepothenat can be given in 
larger doses than streptomycin sulfate, provided that intermittent 
treatment with doses of 1.5 or 2 gm. two or three times a week 
is practiced for three months. Because of the general tendency to 
give tuberculostatic therapy for one year or longer, one should 
at present continue the streptothenat therapy after three months 
with smaller doses until additional experience has been gained. 
The number of patients is too small and the follow-up period too 
short to evaluate the therapeutic effect of the doses employed. 


SURGERY 


Status of Fifty Patients Four and a Half to Seven Years After 
Mitral Commissurotomy. O. H. Janton, J. C. Davila and R. P. 
Glover. Circulation 14:175-184 (Aug.) 1956 [New York]. 


The authors report a follow-up on the first 50 patients who 
underwent mitral commissurotomy four and a half to seven 
years ago. There were 36 women and 14 men. At the time of 
the intervention the patients were between the ages of 17 and 
47 years. Before their admission to the hospital for the opera- 
tion 20 patients had a rheumatic infection, 23 had hemoptysis, 
and 27 had one or more attacks of congestive heart failure. On 
admission, 13 patients had chronic congestive heart failure and 
19 had permanent atrial fibrillation. Three patients died in the 
course of the first postoperative month, representing an opera- 
tive morality of 6%; death in one who died two hours after the 
operation was apparently caused by operative and anesthetic 
shock, one died of acute cardiac failure, and one of excessive 
mitral insufficiency. Six patients with extensively calcified valves 
died within a period of from six weeks to three years after com- 
missurotomy, thus representing a late morality of 12%. Irreversible 
cardiopulmonary, hepatic, and renal disease at the time of the 
surgical intervention was responsible for the deaths of three of 
these patients; two patients had inoperable valves that pre- 
cluded successful commissurotomy, and in one patient pre- 
existing mitral insufficiency was aggravated by the operation. 

Thus 41 patients (82%) were living at the time the paper 
was written, and clinical findings, electrocardiographic tracings, 
teleroentgenograms, and catheterization data obtained from 
these patients were evaluated. Only 4 of the 41 patients had no 
inurmurs on follow-up examination; 11 did not have their 
original mitral diastolic murmur and 14 had mitral systolic 
murmurs of varying intensity that were not present preopera- 
tively. Definite conclusions regarding the present clinical status 
of these patients could not be reached from their murmurs 
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alone. Patients with “pure” mitral stenosis obtained the best 
results from mitral commissurotomy. Although the electro- 
cardiographic changes after surgery did not regularly show con- 
clusive evidence of improvement, there was a small group of 
patients in whom postoperative regression of right ventricular 
hypertrophy occurred. Fluoroscopic and _ teleroentgenographic 
studies revealed that in 44 patients (87%) the size of the heart 
was the same as or smaller than before the surgical interven- 
tion, whereas in the years preceding the operation the size of 
the heart had grown progressively larger. The available cardiac 
catheterization data paralleled and corraborated the observed 
functional state of the patients. Twenty-one patients (51%) 
without valvular calcification showed greater improvement than 
the 20 patients (49%) with valvular calcification. Evidence of 
rheumatic activity was observed in the course of the postopera- 
tive period in eight patients (19.5%). Valvular stenosis was not 
observed in the 41 living patients nor in those who died during 
the postoperative period. An embolus occurred in only one 
patient during the operation, and that patient recovered 
almost completely. There were no postoperative emboli. Twenty- 
nine (71% of the living patients or 58% of the original 50 
patients) were in better condition and living a more nearly 
normal life than they were before the operation. Commis- 
surotomy confers a genuine, often dramatic, and usually per- 
sistent benefit on the patient. 


Congenital Cirsoid Aneurysm of a Coronary Artery with As- 
sociated Arterio-Atrial Fistula, Treated by Operation: A Case 
Report. H. E. Mozen. Ann. Surg. 144:215-217 (Aug.) 1956 
[Philadelphia]. 


A case of congenital cirsoid aneurysm of the left coronary 
artery associated with an arterioatrial fistula in a 10-year-old 
boy is described. Except for slight dyspnea on extreme exer- 
tion, the child was asymptomatic. The blood pressure varied 
between 120/80 and 130/60 mm. Hg. The pulse rate was 84 
per minute. The size of the heart was normal. A loud, contin- 
uous, to-and-fro murmur with systolic accentuation was heard 
in the pulmonic area. A lower-pitched systolic murmur was 
also heard at the apex. There was questionable diminution of 
the peripheral pulmonary vascular markings. Cardiac catheteri- 
zation was performed and was technically satisfactory. Pressures 
and oxygen concentrations in the pulmonary artery, right 
ventricle, right atrium, and venae cavae were normal. When 
the pericardium was opened, a tremendously dilated and tortu- 
ous vessel was found overlying the interventricular septum in 
the usual location of the anterior descending branch of the left 
coronary artery. In many places, large branches disappeared 
abruptly into the myocardium of the left ventricle. One branch, 
which was 1.5 cm. in length and 0.5 cm, in diameter, appeared 
to empty directly into the left atrium. Compression of this 
vessel obliterated the harsh thrill. Evidently this was a fistula 
that was carrying large amounts of blood from the high- 
pressure aneurysm into the low-pressure left atrium. The fistula 
was doubly ligated. The aneurysm immediately became smaller 
in diameter, and the thrill disappeared completely. The post- 
operative course was uncomplicated. The murmurs disappeared, 
and the heart sounds became normal and remained so. 

The case described is the 52nd instance of an aneurysm 
of a coronary artery to be reported. It is the first case in which 
the diagnosis was made at operation; in the other 51 cases the 
diagnosis was made at autopsy. This is also the first case in 
which an associated arterioatrial fistula has been cured by 
operation. The possibility of making a correct preoperative 
diagnosis is considered. 


Stump Recurrence and Total Thyroidectomy in Papillary Thy- 
roid Cancer. F. F. Rundle and A. G. Basser. Cancer 9:692-697 
(July-Aug.) 1956 [Philadelphia]. 


Stump recurrence in the sense of recurrent carcinoma in the 
fragment of thyroid gland remaining after incomplete lobec- 
tomy must generally be regarded as due to a surgeon’s failure. 
There has been an insufficiently wide extirpation of a growth 
that is only locally malignant. The authors describe two cases 
of papillary thyroid cancer with multiple foci in a 34-year-old 
man and in an 18-year-old girl that illustrate the pathological 
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aspects that have a practical bearing on surgical treatment. 
Multiple foci are virtually confined to the papillary and to the 
mixed papillary and follicular growths occurring in young 
people. These multipie foci may represent seedlings resulting 
from intraglandular lymphatic spread rather than separate 
primary foci. The satellite foci may be microscopic in size and 
separated from the obvious nodule by apparently normal thyroid 
tissue several centimeters in thickness. The foci may be bilateral 
as well as small in size. Spread from a tumor in one lobe may 
occur to the contralateral cervical lymph nodes. The juxta- 
thyroidal nodes, including the pretracheal nodes above and 
below the thyroid isthmus, those around the thyroid veins, and 
those in the tracheoesophageal groove, in contrast to the lateral 
cervical nodes, lie on or near the vital structures of the trachea 
and the esophagus, and it is therefore highly desirable that they 
be removed while their invasion is still microscopic in extent. 
With the lateral cervical nodes, however, a policy of “wait and 
see” seems permissible. 

‘Potentially the most serious invasion is that occurring medial- 
ly and posteriorly. Medial extension occurs most commonly to 
and through the wall of the trachea, between the cartilaginous 
rings. Thence spread occurs upward and downward in the sub- 
mucous layer of the trachea, forming an intraluminal growth 
that heaps up, leading to obstruction, ulceration, and hemor- 
rhage. Spreading posteriorly, papillary growths involve struc- 
tures in the tracheoesophageal groove, the recurrent nerve, 
prevertebral muscles, and spinal nerves, and even invade the 
spinal canal, as happened three and a half years after a “thy- 
roidectomy” in a third patient, a 24-year-old woman. Heavy 
postoperative irradiation with a dose of 3,500 r led to wide- 
spread skin atrophy and dense sclerosis of all the tissues at the 
root of the neck; it masked, and ultimately precluded excision 
of, the subsequent stump recurrence. Anything short of complete 
extrafascial thyroidectomy with resection of the juxtathyroidal 
nodes may, therefore, be followed by a recurrence at the 
thyroid site. A plea is made for the general use of frozen 
sections when operating on suspicious thyroid nodules. The 
routine use of “prophylactic” deep roentgen-ray therapy after 
operations for papillary cancer is disadvantageous and should 
be abandoned. 


Congenital Aortic Stenosis: Clinical Aspects and Surgical Treat- 
ment. D. F. Downing. Circulation 14;:188-199 (Aug.) 1956 
[New York]. 


Twenty-nine male and eight female patients between the ages 
of 4 months and 39 years with congenital aortic stenosis were 
studied. Fatigue, shortness of breath, and profuse perspiration 
were the commonest symptoms. Central nervous system mani- 
festations and chest pain were infrequent. A loud, harsh systolic 
murmur in the second and third right interspaces near the 
sternal border was observed in all the patients, and in 19 it was 
accompanied by a systolic thrill. These physical signs are of 
great diagnostic significance because they are rarely found 
in this location in patients with other malformations. On roent- 
gen-ray examination the most frequent manifestation was 
dilatation of the ascending aorta. Electrocardiographic evidence 
of left ventricular hypertrophy was found in 22 patients. 
Catheterization of the right side of the heart was completed in 
81 patients, simultaneous catheterization of the left and right 
sides of the heart was done in one, and in another the right 
and left sides were catheterized at different times. Catheteri- 
zation of the right side of the heart proved to be helpful in 
ruling out other lesions. Catheterization of the left side of the 
heart was diagnostic in a patient in whom a gradient in systolic 
pressure across the valve was demonstrated. Differentiation of 
valvular from infuncibular stenosis was not possible. 

Relief of severe obstruction is mandatory because of the 
danger of sudden death. A satisfactory procedure is available 
for correction of valvular stenosis. It involves the dilatation of 
the narrowed orifice by an instrument inserted into the left 
ventricle. This operation was performed on 10 children, 2 of 
whom were less than 3 years of age, and on 9 adults. There is 
no optimal age for the surgical intervention; there is only the 
age of opportunity. There was one operative death, which 
resulted from irreversible cardiac failure in a 36-year-old man; 
in addition, an 18-year-old patient died eight months after the 
operation. One patient with infundibular stenosis was a thera- 
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peutic failure. In the remaining 16 patients there was objective 
evidence of improved flow across the aortic valve. Symptonis 
were improved in 14 patients, one had had no symptoms 
preoperatively but had been in cardiac failure in early life, and 
symptoms became worse in one patient who did not receive 
proper postoperative care. Although it is too early to judge the 
results, all but two of the surviving patients appear to have been 


helped. 


Congenital Intrinsic Duodenal Obstruction: Report of 32 Cases, 
T. C. Moore. Ann. Surg. 144:159-164 (Aug.) 1956 [Philadel- 
phia]. 


A statistical review is presented of 32 cases of congenital 
intrinsic duodenal obstruction in 17 baby boys and 15 baby 
girls (30 white and 2 Negro), 21 of whom were operated on 
at the department of surgery of the Indiana University Medical 
Center between 1942 and 1956. Symptoms of complete obstruc- 
tion from birth were observed in all infants with atresia and 
in one-half of those with stenosis. Atresia was found more 
frequently in proximal duodenal obstruction, whereas a distal 
lesion was more likely to be a stenosis. A plain roentgenogram 
of the abdomen is regarded as the most reliable single diagnostic 
measure. Eight (25%) of the 32 infants were premature. 
Additional congenital malformations were discovered in 13 
infants (41%). Duodenojejunostomy was performed in 15 
patients, gastrojejunostomy in 5, and duodenoduodenostomy in 
one. Eighteen (86%) of the 21 infants operated on recovered 
and 3 (14%) died. Two of the three who died were premature 
and had additional congenital anomalies. 


Bronchogenic Carcinoma with in Situ Carcinoma in the Opposite 
Lung: Report of Five Cases. R. F. Ryan and J. R. McDonald. 
Proc. Staff Meet. Mayo Clin. 31;478-485 (Aug. 22) 1956 
[Rochester, Minn.]. 


Ryan and McDonald studied autopsy specimens from 39 men 
from whom one lung had previously been removed for squamous- 
cell carcinoma. In all cases the bronchial epithelium of the re- 
maining lung appeared normal on gross examination. Yet when 
sections were taken from these “good” lungs and examined 
microscopically, extensive changes in the bronchial epithelium 
were found. In five cases definite areas of in situ carcinoma of 
the squamous-cell variety were found. The authors believe that 
these lesions represent new foci of malignant degeneration and 
not metastatic disease. While these changes were more pro- 
nounced in the main-stem bronchi, similar changes were also 
found in the tertiary bronchi, as demonstrated in one of the five 
cases. It is difficult to know how significant these in situ 
lesions in the opposite lung may be, but it can be assumed that 
some patients who obtain poor results from operation actually 
may have new lesions rather than extension, recurrence, or 
metastasis from the primary lesion. Since the contralateral in 
situ lesions are multicentric and may have a long latent period, 
the finding of an in situ lesion at the coryna on bronchoscopic 
biopsy might not be a valid contraindication to operation if the 
primary lesion is otherwise operable. 


GYNECOLOGY & OBSTETRICS 


Defective Blood Coagulation Associated with Intrauterine Foe- 
tal Death. J. M. Farrar. M. J. Australia 2:65-68 (July 14) 1956 
[Sydney, Australia]. 


Moderate or severe concealed accidental hemorrhage, long- 
standing intrauterine fetal death, amniotic fluid embolism, and 
tumultuous labor are possible precursors of a clotting defect. 
The coagulation defect in the above conditions may be due to 
various abnormalities, but the most important are diminution 
in amount or absence of the blood fibrinogen (hypofibrin- 
ogenemia or afibrinogenemia) or the presence of an active 
fibrinolysin. Hypofibrinogenemia and fibrinolysis may occur 
separately or together. Hypofibrinogenemia in most instances 
is probably due to excessive utilization of the circulating 
fibrinogen or to its destruction by fibrinolysin. Excessive utiliza- 
tion of fibrinogen may occur in the presence of severe hemor- 
rhage associated with fibrinolysis because the clots are im- 
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mediately dissolved. Fibrinogen levels in the blood may be low 
in the absence of hemorrhage when the circulation is flooded 
with material rich in thromboplastin (liquor amnii or products 
of placental degeneration or damage), because coagulation is 
initiated and a film of fibrin is deposited on the vascular endo- 
thelium. The total quantity of circulating fibrinogen in the body 
amounts to from 8 to 12 gm., and a 500-cc. blood transfusion 
may increase the level of fibrinogen by 10 to 20 mg. per 100 cc. 
The liver can replace the lost fibrinogen rapidly, and in the less 
severe cases the fibrinogen may be kept above the critical level 
by regeneration with or without blood transfusion. This may 
be impossible in the more severe cases, and it is in them that 
the intravenous administration of fibrinogen may be life-saving. 

Intrauterine fetal death assumes a new importance now that 
it is recognized that it may be associated with impaired coagu- 
lation of the blood. The author presents the history of a 
woman in whom a coagulation defect was associated with long- 
standing retention of a dead fetus in utero. During her first 
pregnancy (in 1949) she had had a miscarriage at three months. 
The second and third pregnancies in 1950 and 1952, respec- 
tively, ended with the delivery at term of a macerated fetus 
that had been dead for one month. No maternal anti-Rh 
agglutinins were detected. In the present pregnancy fetal 
movements ceased during the 23rd week. Labor was induced 
by a drip administration of pitocin after intrauterine retention 
of a dead fetus for 11 weeks. Contractions had been present 
for three hours when it was found that blood escaping from 
the vagina did not clot. When blood was collected for testing 
an unstable clot formed, which redissolved in 15 minutes. An 
increased rate of blood loss followed the expulsion of the fetus 
one and a half hours after the initial hemorrhage. The total 
blood loss was estimated at two liters. Two and a half liters of 
blood (containing an estimated 4.5 gm. of fibrinogen) and 4 
gm. of fibrinogen were given. The patient was discharged from 
the hospital on the seventh day. 


Vulvovaginitis as Complication in Antibiotic Therapy. K. Bjgro. 
Tidsskr. norske legefor. 76:479-480 (July 1) 1956 (In Nor- 
wegian) [Oslo, Norway]. 


A case of postpartum vaginal moniliasis with severe exacerba- 
tion during and after treatment with Aureomycin is reported. 
The patient’s husband was also infected with moniliasis. Local 
treatment with Nystatin, an antibiotic derived from Strepto- 
myces noursei, proved effective. Candida albicans is frequently 
part of the normal vaginal flora, most often in pregnancy and 
directly after delivery, and the danger of promoting its growth 
by the use of antibiotics, especially those _of the tetracycline 
group, is emphasized. 


Congenital Adrenal Hyperplasia (Pseudohermaphroditism ) Be- 
fore and After Cortisone Therapy: I. Adolescent Development 
and Menstruation. E. K. Smith and R. R. de Alvarez. Am. J. 
Obst. & Gynec. 72:404-415 ( Aug.) 1956 [St. Louis]. 


A case of congenital adrenal hyperplasia is described in a 
16-year-old girl with the chief complaint of amenorrhea. 
Physical examination showed a typically female-appearing girl 
with a husky, almost masculine voice. The arms and thighs were 
unusually hairy, and the breasts were hypoplastic and un- 
developed. There was a marked hypertrophy of the clitoris. 
A tiny uterus and both ovaries were palpated; the uterus seemed 
to be normal in shape and mobility and the ovaries were normal 
in size. On exploration of the abdomen, the uterus, tubes, and 
ovaries were plainly identified. The hypertrophied clitoris was 
excised and a perineotomy was performed. The wounds healed 
satisfactorily. 

After a control period during which 17-ketosteroids, estrogens, 
gonadotropins, and pregnanediol excretions were determined 
weekly and body temperature and vaginal cytology were de- 
termined daily, cortisone therapy was started with 50 mg. given 
daily for 60 days. The output of 17-ketosteroids ranged be- 
tween 40 and 50 mg. during the control period before cortisone 
was given. A prompt decrease in 17-ketosteroid excretion to 
7.5 mg. resulted on the fourth day of treatment. The authors 
agree with Wilkins that for optimum effect the dose of corti- 
sone should be adjusted to keep the excretion of 17-ketosteroids 
below 8 mg. daily. It remained below 8 mg. for about 23 days, 
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then rose to levels of 20 or 30 mg., which were maintained for 
over three months despite the steplike increase in cortisone 
dosage. Only by the intramuscular administration of 50 mg. of 
cortisone daily for one week could the excretion of the 17- 
ketosteroids be decreased to below 8 mg. daily. The oral 
administration of 100 mg. of cortisone daily was required to 
maintain the level of 17-ketosteroid excretion at 8 or 10 mg. 
daily. The oral dose of cortisone and the 17-ketosteroid 
excretion were maintained at these levels for about six months. 
At this dosage considerable feminization occurred, with normal 
development of breasts, cornification of the vaginal smear, 
regular menstruation, and a decrease in hirsutism. Although the 
urinary estrogen excretion and the cornification of the vaginal 
smear showed cyclic changes coinciding with the menstrual 
periods, no positive evidence of ovulation was obtained during 
the period of study. 

The primary defect in congenital adrenal hyperplasia is the 
inability of the adrenal cortex to synthesize readily the gluco- 
corticoids, such as hydrocortisone. This defect causes excretion 
of excessive amounts of corticotropin by the anterior pituitary, 
to which the adrenal cortex responds by the production of an 
increased amount of androgenic steroids, resulting in the 
symptoms of virilism. The excessive secretion of androgens and 
estrogens suppresses thé gonadotropic function of the anterior 
pituitary. Administration of cortisone inhibits the excessive out- 
put of corticotropin, thereby decreasing adrenal secretion of 
androgen and permitting gonadotropic activity by the pituitary, 
ovarian secretion of estrogen, and normal actions of estrozens 
on secondary sex development. 


Afibrinogenemia Resulting from Amniotic Fluid Infusion. H. F. 
Sandmire and B. M. Covalesky. U.S. Armed Forces M. J. 
7:1351-1355 (Sept.) 1956 [Washington, D. C.]. 


Studies in patients with amniotic fluid embolism revealed 
that patients who survived the initial shock died with hemor- 
rhagic manifestations. Bleeding occurred from the mucous 
membranes, organ surfaces, and vagina, and the blood at autop- 
sy was liquid. Investigation into the hemorrhagic tendencies of 
amniotic fluid embolism revealed thromboplastin in the amniotic 
fluid. The concentration of thromboplastin in amniotic fluid is 
apparently determined by the degree of fetal exfoliation and is 
hence variable from patient to patient. Death occurring sud- 
denly in amniotic fluid embolism can be explained by extensive 
intravascular coagulation, while death occurring two or three 
hours after delivery is due to postpartum hemorrhage resulting 
from afibrinogenemia. The available circulating fibrinogen is 
rapidly used up in the formation of the intravascular clot, and 
hence afibrinogenemia or hypofibrinogenemia results. Two 
possible methods of entry of amniotic fluid into the maternal 
circulation have been suggested. One portal of entry is thought 
to be through the exposed endocervical veins, which become 
lacerated during normal labor. The second portal of entry 
involves a rupture of the membranes somewhere in the upper 
segment of the uterus, with eventual escape of the fluid through 
the uteroplacental site. 

The authors cite the history of a patient who, they believe, 
had afibrinogenemia as a result of the entrance of amniotic 
fluid into the maternal circulation. Postpartum oozing became 
ominous and responded only temporarily to blood transfusions, 
but was finally controlled by the intravenous administration of 
fibrinogen. The authors stress the importance of having 
fibrinogen available, inasmuch as obstetric hemorrhage is stil! 
an important cause of maternal deaths. 


PEDIATRICS 


Viral Infections in the Embryo. J. M. Adams, H. D. Heath, D. T. 
Imagawa and others. A. M. A. J. Dis. Child. 92:109-114 ( Aug.) 
1956 [Chicago]. 


Experiments were carried out in mice in an attempt to confirm 
the concept that viral infections of the mother during gestation 
may adversely affect the developing young. The concept sug- 
gests that severe infections in the embryo may result in death, 
while mild infections may produce abnormalities or the fetus 
may be born apparently normal. Swiss albino mice were inocu- 
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lated with a human strain of influenza virus just after mating. 
When the animals were kiiled at approximately 18 days of 
gestation, 168 live embryos were present in 20 mice of the 
virus-infected group, as opposed to 190 live embryos in 20 
control animals. In the virus-infected group there were 10 dead 
embryos and in the controls there were 5 dead embryos. Among 
the 10 dead embryos, 2 were smaller than normal, 1 was curled 
and shorter than normal, 2 showed abnormalities in the cephalic 
area, and 5 were resorbed. Among the five dead controls, one 
was small, one was normal, and three were resorbed. No true 
anomalies or abnormalities were observed in the control group. 
Thus not only was the pregnancy rate reduced but evidence of 
abnormalities in the fetuses was increased by inoculation of the 
mother animals with the influenza virus. 

Embryonated hen’s eggs that had been incubated for 48 hours 
were injected with influenza-A virus through the vitelline mem- 
brane immediately covering the embryo. The appearance of the 
body flexion and microencephaly was characteristic of influenza 
infection 24 hours after the inoculation. After 48 hours the 
mesencephalon and telencephalic hemispheres were typically 
almost completely collapsed. The eyes were frequently flattened 
and misshapen, and the auditory vesicles sometime appeared 
compressed. Microscopic sections of the infected embryos 
revealed a distorted and abnormal spinal cord, and the amniotic 
membranes were thin and flattened. Embryos that received 
noninfected allantoic fluid developed normally. Virus was re- 
covered from all of the suspensions prepared from dead embryos 
with typical anomalies. Dilutions of antiserum as high as 
1:800 completely protected all embryos against both the 
teratogenic and the lethal effects following infection after 
mixture with the virus in vitro. This result did not occur when 
either normal rabbit serum or control medium was substituted 
for immune serum. The optimum protection was obtained when 
antiserum was administered before virus inoculation. The pro- 
tective effect was less marked when immune serum was given 
one, two, or five hours after virus infection, and it practically 
disappeared when serum therapy was delayed until eight hours 
after virus injection. A 100% incidence of anomalies and death 
occurred in the control group. 


Neonatal Nephritis. L. I. Taft. Australasian Ann. Med. 5:113-117 
(May) 1956 [Sydney, Australia]. 


A survey of 1,200 autopsies, performed at the Royal 
Children’s Hospital in Melbourne from 1949 to 1954, was 
made in order to determine the incidence and nature of 
neonatal glomerulonephritis. The histories and pathological 
findings in two infants (one boy and one girl) in whom the 
diagnosis of neonatal glomerulonephritis could reasonably be 
entertained are reported. Both infants were hospitalized when 
three weeks old, one because of intermittent diarrhea and the 
other because of vomiting. The clinical manifestations of renal 
failure in infancy are usually gastrointestinal in type, and 
antemortem diagnosis of glomerulonephritis is made on the 
results of laboratory investigations of the urine and serum. 
This was exemplified by observations on the first infant. The 
renal origin of the symptoms was suspected in the second 
infant. Death occurred in the first infant 67 days and in the 
second 14 days after admission to hospital. 

Autopsy in each infant revealed shrunken kidneys with 
structural deformity, cystic changes, and scarring. The histo- 
logical appearance resembled that of glomerulonephritis, show- 
ing parenchymal damage, cellular infiltration, proliferative 
phenomena, and fibrosis. Increased cellularity of the tufts, 
capsular exudate, and adhesions were seen in the glomeruli, 
with red blood cells and casts in the tubules. Tuft digitation 
and capillary obliteration had progressed to hyalinization of 
many glomeruli. Islands of dilated subcapsular tubules were 
lined by hypertrophic or flattened cells, while other tubules were 
shrunken and lined by irregular atrophic epithelium. The 
number of nephrogenic tubules seen indicates that increased 
nephrogenesis continued after term, probably under the 
stimulus of renal failure. These and other cases reported in the 
literature suggest that the disease process is initiated in utero 
and that the pathogenesis is comparable to that observed in 
glomerulonephritis in later life, modified by the developmental 
processes taking place in the kidney at that time. In the same 
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period in which these two cases were discovered, pyelonephritis 
associated with urinary tract anomalies and/or septicemia was 
found in 49 babies that had died within the first year of life. 


Penicillin V Treatment of Beta-Hemolytic Streptococcal Infec- 
tions in Children. B.:B. Breese and F. A. Disney. A. M..A. J. 
Dis. Child. 92:20-23 (July) 1956 [Chicago]. 


Treatment with penicillin V (phenoxymethyl penicillin) 
was practiced in 110 cases of beta-hemolytic streptococcic 
infections in children. Unlike solutions of other penicillin salts, 
the aqueous solution of this preparation is relatively stable in 
the acid secretion of the gastric juice. It passes through the 
stomach with: little change and shows better absorption from 
the intestinal tract. All patients were examined by one of the 
authors, and throat cultures that grew beta-hemolytic strep- 
tococci were obtained. If the child was well and the culture 
negative at the end of six weeks from the start of therapy, 
he was classified as “cured”; if he became ill up to 60 days 
after initial therapy, he was classified as a “recurrence”; and 
if he remained well but the throat culture remained positive 
or became positive later, he was classified as a “carrier.” The 
drug was dispensed in tablets of 200,000 units (125 mg.). 
Each patient was given 30 tablets, regardless of age, with 
instructions to take 3 a day, one on awakening, one at 2 p.m., 
and one at bedtime. 

Four of the 110 patients originally treated were not followed 
and were excluded from the series. Six of the remaining 106 
patients had recurrent attacks, and 17 became carriers at 
various periods up to 60 days after therapy. Another child 
developed acute glomerular nephritis on the eighth day. Of 
the remaining 82 patients, 96% were observed for more than 
15 days and 82% for more than 30 days, and all of these were 
classified as cured. The series contained 56 cases of strepto- 
coccic sore throat, 19 pyogenic streptococcic complications 
(11 cervical adenitis, 4 otitis media, and one each of sinu- 
sitis, peritonsilar abscess, vaginitis, and impetigo), and 35 
carriers (patients not ill but with positive throat cultures). 
In all instances in which the patient was clinically ill the 
response to therapy was that usually expected from penicillin 
in streptococcic infections; prompt drop in temperature and 
rapid improvement in the state of well-being. The purpose 
of the present study is not to discuss the relative value of 
penicillin V in contrast to other penicillin preparations in the 
treatment of beta-hemolytic streptococcic infections in children, 
since the patients as a group are not comparable to those 
studied previously. With rare exceptions, all the antibiotics 
and certainly all forms of penicillin are clinically valuable in 
the treatment of beta-hemolytic streptococcic infections. The 
authors’ results therefore have been judged by rather severe 
standards. The therapeutic agent must be able to prevent 
recurrence and to eliminate the streptococcus from the throat 
for a period more than 21 days, preferably 42 to 60 days. The 
organism is apparently often held in abeyance but not 
destroyed by treatment thought to be adequate. A second 
attack may be a reinfection, but for the present purposes is con- 
sidered as a recurrence and therefore a therapeutic failure. 
On the basis of these standards, penicillin V qualifies well as 
a therapeutic agent against beta-hemolytic streptococcic 
infections in children. The immediate clinical response was 
good, and the cultures became negative rapidly. There were 
no toxic reactions, and the children took the tablets without 
trouble. Penicillin V given orally appears to be an effective 
drug for the treatment of streptococcic infections in children. 


Staphylococcal Pneumonia in the Newborn: An Epidemic with 
8 Fatal Cases. D. W. Beaven and A. F. Burry. Lancet 2:211-215 
(Aug. 4) 1956 [London, England]. 


The authors report on an epidemic of micrococcic (staphylo- 
coccic ) pneumonia in newborn infants, with eight fatal cases. The 
nursery involved is the maternity annex of a large private hos- 
pital in Christchurch, New Zealand. Overcrowding of nurseries 
is common throughout the country. Infection of the upper res- 
piratory tract was noticed about the age of 12 to 14 days. On 
admission, the eight infants in whom the disease was fatal showed 
striking breathlessness and pallor, which had developed about 
three days after the onset of the cough. Before death, cyanosis 
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was noted and the temperature fell below normal. Well-marked 
physical signs were detected in the chest on auscultation. The 
authors divide the course of the fatal cases into three stages: (1) 
nasal infection only, with copious mucous purulent nasal dis- 
charge, but baby remaining well; (2) infection of the upper res- 
piratory tract, with cough as the main symptom; and (3) pneu- 
monia attended by pallor and breathlessness, often rapidly fatal. 
Six of the infants that died underwent radiography of the chest. 
All six showed evidence of pleural fluid on the right side. Less 
fulminating cases presented pneumatoceles in an area of con- 
solidated lung; emphysema, diffused or localized; and a spon- 
taneous tension pneumothorax with or without empyema. All six 
babies had hemorrhagic pneumonia, segmental in distribution and 
apparently resulting from inhalation. There was a well-marked 
tendency to suppuration, and the pleural cavity was involved 
consistently and early. There were no striking lesions in the upper 
respiratory tract. The nasal fossae contained large amounts of 
thick mucopus, but the mucosa was usually intact. The middle 
ear was not involved. There were no gross changes in the larynx 
or in the trachea to indicate a viral infection. Patients were at 
first treated with chloramphenicol, but without success. More suc- 
cess was obtained with erythromycin. The dose was initially 
20 mg. per pound of body weight daily, given orally in six 
divided doses, but subsequently, 40 mg. per pound of body 
weight daily for the first 24 hours was used. Bacteriological 
studies revealed that many, if not all, of the resistant staphylo- 
cocci were probably of the same phage pattern (42E/7/73). 


DERMATOLOGY 


Treatment of Pemphigus with ACTH, Cortisone and Prednisone: 
Results Obtained in 25 Cases over a Period of Five Years. L. 
Reznick, W. F. Lever and C. N. Frazier. New England J. Med. 
255:305-315 (Aug. 16) 1956 [Boston]. 


Twenty-five patients with pemphigus were treated at the 
Massachusetts General Hospital between 1950 and 1954, with 
either corticotropin (ACTH), cortisone, or prednisone. The 
patients were followed up to Oct. 1, 1955, or to the time of 
their death. Fourteen patients had pemphigus vulgaris, 1 had 
the benign form of pemphigus vegetans (Hallopeau type), and 
10 had pemphigus foliaceus. The diagnosis of pemphigus was 
confirmed in each patient by the demonstration of acantholysis 
on microscopic examination. 

Every patient responded to treatment with various hormone 
preparations at all times, but very high doses were necessary 
tor the control of some of the exacerbations. An approximately 
equivalent clinical response was observed with the following 
daily doses: 20 units of lyophilized ACTH given as a continuous 
infusion, 40 units of lyophilized ACTH given as an eight-hour 
infusion, 300 units of lyophilized ACTH intramuscularly, 240 
clinical units of ACTH gel intramuscularly, 600 mg. of cortisone 
orally, and 120 mg. of prednisone (Meticorten) orally. The 
highest doses administered for the control of exacerbations 
were 300 units of lyophilized ACTH given intramuscularly, 80 
units of lyophilized ACTH given intravenously for 8 Fours, 80 
units of lyophilized ACTH given intravenously for 24 hours, 
300 clinical units of ACTH gel given intramuscularly, 1,500 
mg. of cortisone given orally, and 200 mg. of prednisone given 
orally. Intravenous injections of ACTH were preferred for the 
control of severe exacerbations, and for maintenance treatment 
either ACTH gel on alternate days or one of the corticosteroids 
every day. Of the 14 patients with pemphigus vulgaris, 10 are 
living; 9 are ambulatory, and 4 of them have been in remission 
for 49, 43, 25, and 2 months respectively. Four patients died, 
one of an incidental disease, one of a micrococcic septicemia 
occurring during a corticotropin withdrawal reaction, and 2 of 
causes possibly related to the treatment (one of hemorrhages 
and the other of pulmonary embolism). The one patient with 
pemphigus vegetans has been in remission for the past 12 
months. Eight of the 10 patients with pemphigus foliaceus are 
living; 7 are ambulatory, and 5 have been in remission for 46, 
32, 20, 12, and 3 months respectively. Two patients died, one of 
an incidental disease, and the other of generalized pemphigus 
foliaceus while he was not receiving any hormone treatment. 
Side-reactions to the hormone treatment were common. They 
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included mild mental changes in 11 patients and major psy- 
choses in 2. Bacterial infections occurred in seven patients and 
resulted in septicemia in two. Vertebral fractures were observed 
in four patients, all of whom had been given daily large doses 
of ACTH gel; this method of treatment has since been aban- 
doned. In four patients the withdrawal of corticotropin was 
followed by a reaction. To prevent withdrawal reactions, ACTH 
and the corticosteroids should be withdrawn gradually. Evalua- 
tion of the clinical response proved to be a better guide to 
successful treatment than laboratory data. Measurements of the 
urinary secretion of 17-hydroxysteroids in one patient indicated 
that a very pronounced hyperadrenocorticoid state must be 
induced before a severe exacerbation subsides. The same daily 
dose of ACTH produced a much higher excretion of 17- 
hydroxysteroids when given as a continuous infusion for 24 
hours each day than when given as an intermittent infusion 
for 8 hours daily. 


UROLOGY 


Urethrotrigonitis in Women. R. F. Fortufio and B. Rodriguez 
Lucca. Bol. Asoc. méd. Puerto Rico 48:204-206 (May) 1956 
(In Spanish) [Santurce, P. R.]. 


Urethrotrigonitis is frequent in women. Trichomonas vaginalis 
is the causal organism in many cases. The symptoms include 
frequent micturition, dysuria, a burning sensation during urina- 
tion, urgency to void, feeling of incomplete emptying of the 
bladder, and hematuria. Symptoms may flare up during or after 
menstruation. Dyspareunia and pain in the groin, thighs, and 
iliac fossa may be the predominant or only symptom of this 
disease. Twenty-five patients were observed in the outpatient 
department of the San Juan City Hospital. The diagnosis was 
based on the history and confirmed by cystoscopic examina- 
tion. None of the patients was suffering from any other disease 
of the urinary tract. The treatment was as follows: The bladder 
was emptied and two ounces of a 20% solution of Furacin 
(nitrofurazone ) instilled into it. A suppository of Furacin was 
placed in the urethra after instillation and held in place for five 
minutes. The patients were then sent home with instructions to 
void one hour later. The treatment was given on 10 consecu- 
tive days to 15 patients and once a week for two and a half 
months to 10 patients. Three patients had moderate allergic re- 
actions with aggravation of the symptoms, itching, and edema 
of the vulva. One had gross hematuria. The reaction was con- 
trolled by discontinuing the treatment and giving antihistaminic 
drugs. The treatment failed in three patients with the acute 
form of the disease. These patients had a transurethral re- 
section of the neck of the bladder at a later date. Nineteen 
patients were completely cured upon completion of the treat- 
ment. Eight had a recurrence of the disease between three and 
five months after completion of treatment. The recurrences were 
permanently controlled by repetition of the treatment. The 
patients remain cured up to the present, as shown by the follow- 
up observations. 


Treatment of Renal Colic. L. Risholm. Urol. Internat. 2:361-368 
(No. 6) 1956 (In English) [Basel, Switzerland]. 


Posterior splanchnic block was used for routine treatment of 
severe renal colic in 200 patients admitted to the department of 
surgery of the University Hospital of Uppsala, Sweden. The 
anatomic conditions make it simple to block all pain-conducting 
nerves from the upper urinary tract by conduction anesthesia. 
All the pain-conducting fibers from the renal pelvis, where the 
pain probably arises, pass through the celiac plexus and the 
splanchnic nerves to the spinal cord. The afferent fibers in the 
vagus nerves do not conduct pain. Posterior splanchnic anes- 
thesia has definite advantages when compared with segmental 
paravertebral anesthesia; in particular, it is easier to carry out, 
and that is why it is recommended. The needle is introduced 
immediately below the 12th rib, about 7 cm. from the midline, 
and is directed 30 to 40 degrees medially and 10 to 20 degrees 
cranially. At a depth of from 7 to 8 cm., the point of the needle 
meets a bony resistance, the dorsolateral aspect of the vertebral 
body. The needle is then withdrawn a little and is redirected 
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and advanced about 2 cm. in a more sagittal direction so that 
the tip of the needle glides past the vertebral body. With the 
needle in place, it is enough to inject 10 or 20 cc. of 1% lido- 
caine (xylocaine) hydrochloride, which spreads widely in the 
tissues, to obtain a complete unilateral splanchnic block. 

In 13 of the first 50 patients who were subjected to this treat- 
ment, the pain did not return and calculi soon passed with the 
urine, having apparently descended into the bladder while the 
anesthetic was still effective. In five patients the pain recurred 
after 24 hours or more. In the remaining 32 patients, the pain 
recurred usually after two or three hours. Splanchnic block was 
repeated once or twice in some patients, while general anal- 
gesics were administered to the rest. In the other 150 patients 
the results of treatment were about the same as in the first 50 
patients. There was immediate and, almost always, complete 
relief of pain. No complications or undesirable side-effects were 
observed. The only weak point of the method is the compar- 
atively short duration of the splanchnic anesthesia. Splanchnic 
block does not affect the normal function of the kidney and the 
ureter, and it seems to have a favorable effect on the reflex dis- 
turbances of renal function, especially reflex anuria, that may 
be associated with renal colic. 


The Clinico-Bacteriologic Evaluation of Furadantin in Urinary 
Tract Infections. L. E. McCrea and T. Anderson. West Virginia 
M. J. 52:293-300 (Sept.) 1956 [Charleston]. 


Furadantin [N-(5-nitro-2-furfurylidene )-l1-aminohydantoin] is 
a nitrofuran for systemic use. Furadantin is of low toxicity. 
When taken orally, approximately 45% is excreted in the urine 
in an eight-hour period. Its antibacterial spectrum includes or- 
ganisms commonly found in urinary tract infections. Observa- 
tions were made on 100 consecutive patients with uncompli- 
cated urinary tract infections treated with Furadantin. A single 
bacterial species was cultured in 6€ patients, while 34 patients 
had multiple infections. The usual dose was 100 mg. of Fura- 
dantin given by mouth four times a day, although in over- 
weight patients a dose twice that amount may be given. 
Intolerance to the drug, as demonstrated by nausea, may be 
controlled by giving 10 mg. of chlorpromazine (Thorazine ) 
simultaneously with each dose of Furadantin. 

Bacteriological cure was obtained in 59 of the 100 patients, 
and clinical cure was obtained in 61. In two patients who were 
cured clinically, the final culture was positive, but the organ- 
isms isolated were not the same as those considered to be the 
initial causal agents. The organisms were sensitive to Furadan- 
tin, but, since they were present in the last urine specimen, 
these two cases were not considered bacteriological cures. Bac- 
terial culture is the most accurate method of diagnosis of 
urinary tract infections, and in vitro susceptibility tests are 
excellent guides to therapy. Routine urinalysis cannot be con- 
sidered a criterion of cure in urinary tract infections, for in this 
group of patients there were some in whom cell-free specimens 
contained as many as 100,000 micro-organisms per cubic 
centimeter. 


OPHTHALMOLOGY 


Hypersecretion Glaucoma. B. Becker, G. R. Keskey and R. E. 
Christensen. A. M. A. Arch. Ophth. 56;180-187 (Aug.) 1956 
[Chicago]. 


The authors report on 45 patients with hypersecretion glau- 
coma, normal scleral rigidity, and open angles. This rare but 
distinct entity is characterized by intermittent or persistent ele- 
vations of intraocular pressure in the absence of disordered out- 
flow facility. It must be differentiated from increased scleral 
rigidity. Hypersecretion glaucoma results in field loss, the extent 
of which appears to depend upon the degree of elevation of 
intraocular pressure. Water-drinking provocative tests were car- 
ried out on 19 of the patients in this series. Of the 37 eyes, 13 
(35%) had a pressure rise of 8 mm. Hg or greater. In contrast to 
the frequently induced decrease in facility noted in most eyes 
with chronic simple glaucoma and positive water provocative 
tests, the rise in intraocular pressure in this series resulted from 
increased secretion in all instances. Field loss occurred in 62% 
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of the 45 patients. The 19 eyes with persistent hypersecretion 
tended to lose field more consistently and to a greater degree 
than the 69 with intermittent and variable hypersecretion. It 
was repeatedly noted that almost all the patients with hyper- 
secretion glaucoma tended to be “high strung,” emotionally 
labile persons, frequently with neurogenic hypertension. Hyper- 
secretion glaucoma responds more favorably to partial suppres- 
sion of secretion by such methods as acetazoleamide adminis- 
tration than it does to more conventional miotic or surgical 
therapy. 


Causes of Failure in Retinal Detachment Surgery. B. H. Colyear 
and D. K. Pischel. A. M. A. Arch. Ophth. 56;274-281 ( Aug.) 
1956 [Chicago]. 


In an attempt to discover the commonest factors mitigating 
against a successful result in retinal detachment surgery, the 
authors surveyed a group of 440 patients with retinal detach- 
ments. A cure was obtained in 75.5% of them. Of those patients 
who had not undergone previous surgery, 81.1% were cured. Of 
the patients previously operated upon elsewhere only 45.1% 
were cured. The four most frequent factors responsible for the 
authors’ initial failures in retinal detachment surgery were a 
faulty sealing-off of the original tear, missing another retinal 
tear, finding no tear at all, or, in some instances, the later devel- 
opment of a new tear. The greatest number of patients will be 
cured of their retinal detachment if it is first suspected by their 
doctor, then discovered, and then thoroughly examined not only 
for the primary tear but also for “secondary” and “tertiary” 
tears. In 369 cases not previously operated on, the authors were 
able to obtain a successful result in 15.7% more patients by 
operating again after an initial failure. The majority of cases of 
retinal detachment can be cured by diathermy alone if it is 
correctly utilized. Scleral shortening operations should be re- 
garded as auxiliary procedures in the treatment of retinal de- 
tachment. Patients with retinal shrinkage; aphakic patients in 
whom the detachment occurs shortly after the cataract extrac- 
tion; patients with retinas that are obviously held off their cho- 
roidal bed by the vitreous; some patients with large oral dis- 
insertions; patients previously operated on, with secondary 
retinal and vitreous changes; some patients with high myopia; 
and some patients with multiple tears can be regarded as candi- 
dates for a primary scleral resection. Cases of these types do 
not form the majority of retinal detachments; they do, nonethe- 
less, form a large number of those seen by ophthalmologists 
particularly interested in doing retinal detachment surgery. 
Scleral shortening is indicated mostly in patients with a dis- 
proportion between the area of retina and the area of choroidal 


bed. 


A Survey of the Pathogenesis of Retinal Venous Occlusion. B. A. 
Klien and J. H. Olwin. A. M. A. Arch. Ophth. 56:207-247 ( Aug.) 
1956 [Chicago]. 


Histopathological analysis of 18 eyes lost from secondary 
glaucoma after occlusion of the central retinal vein and of 3 
eyes with imminent venous occlusions permitted the demonstra- 
tion of three different occlusive mechanisms: (1) occlusion by 
external compression and secondary endothelial proliferation; 
(2) occlusion by primary venous disease, either degenerative or 
inflammatory in nature, and (3) occlusion by stagnation throm- 
bosis. Anticoagulant therapeutic results in 53 patients with 
venous retinal occlusions are discussed. It is recognized that this 
sample (57 occlusions) is too small to warrant any final con- 
clusions. There can be no control series because it is obviously 
not possible to withhold therapy. There were 26 complete occlu- 
sions of the central vein, 8 incomplete occlusions, 6 smaller 
branch occlusions, and 14 impending occlusions. Eleven of the 
imminent occlusions threatened the central vein and three, the 
superior main branch. Therapeutic results in the complete and 
incomplete occlusions of the central vein or of a main branch 
were good (vision 0.6 to 1.2) in 18 occlusions (32.7%). The 
over-all good, fair, and poor results with preservation of periph- 
eral vision were obtained in 41 occlusions (74.5%). Vision from 
0.1 to 1.2 was regained in 30 patients (54.5%). There were 
three enucleations for uncontrolled secondary glaucoma (5.4%). 
For recovery from an already established occlusion of the cen- 
tral vein or its main tributaries there has to be a combination of 
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at least two of several favorable circumstances, as follows: (1) 
a short interval between onset of the occlusion and initiation of 
anticoagulant therapy, and/or (2) a large reversible element in 
the pathogenesis of the occlusion, such as originates in hemo- 
dynamic disturbances of various kinds, and/or (3) favorable 
topographic relationships with neighboring vascular systems such 
as the ciliary and vaginal vessels, facilitating the development 
of effective collateral pathways. For good central vision, in ad- 
dition to preservation of the eyeball and of peripheral vision, fair 
general health with normally functioning ocular absorptive 
mechanisms to reduce residual lesions may be added as a fourth 
favorable feature. Occlusions with a large element of stagna- 
tion in their pathogenesis should be treated with an antispas- 
modic in addition to the anticoagulant. Tolazoline ( Priscoline ) 
given orally or by retrobulbar injection appears to be of benefit. 
The best use of anticoagulant therapy in retinal venous occlu- 
sions would be its prophylactic use, as illustrated by the favor- 
able results in 14 imminent occlusions treated in this series. 
Long-term anticoagulant therapy calls for extreme vigilance for 
“escapes” from the desired therapeutic level, not only into dan- 
gerously low prothrombin levels but also into the higher in- 
effective bracket. 


Some Eye Changes Originating During Treatment with ACTH. 
V. Larsen. Ugesk. leger 118:807-809 (July 12) 1956 (In Dan- 
ish) [Copenhagen, Denmark]. 


Cases are described of retinal and refraction changes that 
occurred during treatment with ACTH and Acton prolongatum 
and are ascribed to these substances. In addition to the general 
risk associated with ACTH treatment, grave vascular changes 
in the eyes can cause severe disturbances in eye function. Pa- 
tients treated with ACTH should have regular ophthalmologic 
examinations, at least until it is known how often eye changes 
occur during such treatment. If signs of angiopathy or retinop- 
athy appear, ACTH or Acton treatment should be discontinued 
or replaced by cortisone treatment, which seems far less liable 
to cause changes in the retinal vessels. 


OTOLARYNGOLOGY 


Management of Tuberculosis of the Larynx. L. M. Arnold. J. Mt. 
Sinai Hosp. 23:616-620 (July-Aug.) 1956 [New York]. 


Treatment of laryngeal tuberculosis is essentially that of the 
parent condition, namely, pulmonary tuberculosis. Tuberculosis 
of the larynx responds very well to antibiotic therapy with a 
combination of the known effective antituberculous drugs. Heal- 
ing is brought about in a great majority of cases in about four 
months, but treatment is continued for at least one year and is 
then stopped only if the pulmonary status is satisfactory. 
Effective drugs presently used are streptomycin, dihydro- 
streptomycin, isoniazid, and aminosalicylic acid. Apart from 
resting the voice, local therapy is now rarely used. 


First Observations on the Use of Prednisone in the Treatment 
of Pollinosis. E. Clerici, G. Massara and G. P. Teatini. Minerva 
med. 47:149-150 (July 11) 1956 (In Italian) [Turin, Italy]. 


The author treated 48 women and 39 men suffering from 
pollinosis with prednisone. The patients ranged in age from 12 
to 60 years. One group of 30 patients received prednisone when 
the symptoms were present. Twelve patients were given small 
doses but the results were not satisfactory. Results were good 
in 18 patients who received 30 mg. for five days, 20 mg. for four 
days, and 10 mg. for five days. Twenty-four patients who had not 
been previously treated were given prednisone together with 
antihistaminic drugs. Good results were obtained in 13 patients 
and fair results in 11. Prednisone was given to 33 patients who 
had previously undergone preseasonal desensitizing treatment. 
Initial doses of 15 mg. per day were reduced to 10 mg. during 
the last five or six days. Good results were obtained in 26 
patients, fair results in 5 patients, and no results in 2 patients. 
The drug does not produce marked side-effects and is not 
habit-forming. 
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THERAPEUTICS 


A Pilot Study of Cycloserine Toxicity: A United States Public 
Health Service Cooperative Clinical Investigation. F. H. Alley, 
P. T. Chapman, S. S. Cohen and others. Am. Rev. Tuberc. 74: 
196-209 ( Aug.) 1956 [New York]. 


A control study on the toxic effects of D-4-amino-3-isoxazoli- 
done (cycloserine) was conducted in six hospitals on 141 
patients with far-advanced and cavitary pulmonary tuberculosis 
in such a way that neither patients nor physicians knew whether 
a particular patient was receiving the drug or a placebo. Most 
of the patients were in poor condition despite extensive previous 
chemotherapy. The four cycloserine regimens studied were 
0.5 gm. twice a day, 1 gm. in a single dose every second day, 
0.5 gm. daily in a single dose, and 0.25 gm. twice a day. 
Neurological and cerebrospinal fluid examinations were made 
before and after a 12-week course of treatment. Electro- 
encephalograms were also made in three hospitals, at the be- 
ginning and end of the observation period. The patients were 
examined daily for psychic and neurological changes. 

During the 12-week course of treatment, toxic reactions 
severe enough to necessitate removal of the patients from the 
assigned regimen occurred in 18 who received cycloserine and 
in none of those who were given placebos. Eight of the 18 
patients had convulsions, 2 mental disorders, 3 motor disorders, 
1 somnolence, 3 dizziness, and 1 fever and chills. Toxic re- 
actions to cycloserine occurred on three of the four regimens, 
namely, in 11 of the 25 patients who received 0.5 gm. of the 
drug twice daily, in 5 of the 39 patients who received 1 gm. 
every second day, and in 2 of the 38 patients who received 0.5 
gm. once a day. Although the assigned cycloserine regimen 
had to be discontinued in the 18 patients in the course of the 
first 34 days of treatment, none of those patients who passed 
the 34th day without incident had toxic reactions in the course 
of the remainder of the 12-week treatment period. No syste- 
matic increase in the cerebrospinal fluid protein level was noted 
in relation to either treatment with cycloserine or toxic reactions 
to the drug. Electroencephalograms did not prove useful in 
identifying before treatment the patients in whom toxic reactions 
subsequently developed, nor did they reveal residual damage 
after the occurrence of the toxic reactions. The neurological 
examinations did not reveal any consistent pattern of abnor- 
malities. 

While the roentgenograms of the patients who received 
cycloserine did not reveal striking improvement in the course 
of the treatment, comparison with the roentgenograms of 
patients who received placebos indicated that cycloserine 
apparently prevented further deterioration. However, this lim- 
ited effect of cycloserine was observed only on regimens that 
produced toxic reactions. Bacteriologically, cycloserine appeared 
more definitely effective; infectiousness was reversed in 30 
(45%) of 66 patients who received cycloserine and in only 4 
(21%) of 19 patients who received placebos. The excellence of 
other available antimicrobic combinations and the toxicity of 
cycloserine will probably preclude its use for initial treatment. 
However, its usefulness in small doses, either alone or in com- 
bined therapy, for patients who have failed to respond ade- 
quately to combinations of isoniazid, streptomycin, and amino- 
salicylic acid (PAS) must be determined by further trials. 


Salicylates and Corticotropic Drugs. G. Volpato and M. Giro. 
Chir. ital. 8:291-299 (No. 4) 1955-56 (In Italian) [Belluno, 
Italy]. 


The authors performed a series of experiments with salicylates 
on 10 female rabbits. The average weight of the rabbits was 
2.8 kg. Their diet was complete and abundant. Each animal 
received a daily intravenous injection of sodium salicylate; the 
dose was 25 mg. per kilogram of body weight. The urine was 
tested periodically for excretion of the hormones. With the 
increase of salicylemia, a decrease in androgenic steroids was 
noticed. Sodium salicylate has the same effect as cortisone or 
ACTH. Microscopic studies showed a marked hypertrophy of 
the adrenal cortex that was proportional to the amount of 
cortisone in circulation. 
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PATHOLOGY 


Needle Biopsy of the Liver in Cirrhosis: Diagnostic Efficiency 
as Determined by Postmortem Sampling. H. Braunstein. A. M. A. 
Arch, Path. 62:87-95 ( Aug.) 1956 [Chicago]. 


While liver biopsy by the transcutaneous needle method has 
become a widely accepted diagnostic procedure in the diagnosis 
of conditions diffusely affecting the liver, such as hepatitis, 
fatty liver, and amyloidosis, its efficiency in the demonstration 
of focal lesions and those with less uniform characteristics has 
been questioned. Investigation by a sampling technique at the 
time of postmortem examination would aid in evaluating the ac- 
curacy of diagnosis of various types of portal cirrhosis by needle 
biopsy. Accordingly, the livers of 30 patients with various forms 
of portal cirrhosis were obtained at autopsy and 18 needle 
specimens taken from different portions of each liver with the 
Vim-Silverman needle. The technique used has been described 
by Billing and associates. It consisted of procuring 12 speci- 
mens from different but standardized areas in the right lobe and 
6 from the left lobe. Each adequate needle sample was classi- 
fied as to the type of cirrhosis and severity of the lesion, on the 
basis of sections prepared in standard fashion and stained with 
hematoxylin and eosin and, where necessary for determination 
of degree of fibrosis, the Masson trichrome stain. 

Definite diagnosis and ultimate classification rested upon gross 
examination of the lesion at the time of autopsy and micro- 
scopic study of the postmortem sections, which usually con- 
sisted of two or three blocks measuring 1.5 cm. in diameter. A 
total of 507 adequate needle samples were obtained, namely, 
224 in 13 cases (autopsies) of nutritional cirrhosis, 131 in 8 
cases of postnecrotic cirrhosis, and 152 in 9 cases of post- 
hepatitic cirrhosis. Of the 507 adequate samples, only 10 failed 
to reveal cirrhosis. In cases of nutritional cirrhosis the accuracy 
of diagnosis was 100%. The degree of the fibrosis revealed a 
remarkable uniformity in all areas of the liver. In cases of post- 
hepatitic and postnecrotic cirrhosis the accuracy of recognition 
of the presence of cirrhosis was roughly 96%, but in many of 
the falsely negative samples some fibrosis was present. In the 
last two forms of cirrhosis, there was considerable variation in 
the intensity of fibrosis, and the biopsy method would therefore 
be of little value in the appraisal of severity. It is concluded 
that needle liver biopsy represents a singularly accurate method 
of diagnosing cirrhosis of all three types. A liver biopsy that 
fails to demonstrate cirrhosis or fibrosis rules out cirrhosis with 
reasonable certainty. As a means of estimating the severity of 
the process, accuracy may be assumed only in the case of nu- 
tritional cirrhosis. 


Massive Hematemesis Without Gross Lesion. J. F. Kuzma. Am. 
J. Gastroenterol. 26:150-152 (Aug.) 1956 [New York]. 


Massive upper gastrointestinal hemorrhage is a cause of great 
concern to the pathologist who has to explain the mechanism 
of hemorrhage or demonstrate its anatomic cause. Many hos- 
pital reports refer to hemorrhage of undetermined origin, but 
massive bleeding from the stomach should be traceable to an 
anatomic lesion. Material obtained from patients with upper 
gastrointestinal hemorrhage but otherwise in good health whose 
stomachs were available for study either as surgical or as autopsy 
specimens has been reviewed in an attempt to find an anatomic 
explanation for the hemorrhage. Superficial erosions were dis- 
covered in most of the stomachs. The reason for failure to iden- 
tify these erosions grossly lies in the fact that many of them are 
covered or filled with fibrin and pseudomembrane. Moreover, 
these microscopic erosions commonly begin in the furrows of 
the gastric mucosa and are not readily seen. The pseudoepithe- 
lial layer of the stomach may play an important part in devel- 
oping a surface membrane, which fills the zones of erosion. 
There is a strong suggestion that many of these erosions are 
located in the area of the lesser curvature. They occur primarily 
in stomachs otherwise designated as those of hypertrophic gas- 
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tritis. Only one case was found in an atrophic mucous mem- 
brane. The cause of these microscopic and near-microscopic 
erosions has not been determined. 


The Behavior of Carcinoid Tumors of the Intestinal Tract. 
D. M. Spain. Am. J. Gastroenterol. 26:162-169 (Aug.) 1956 
[New York]. 


Benign carcinoid tumors may produce a variety of manifesta- 
tions as a result of local involvement of the intestinal tract, e. g., 
obstruction, intussusception, diarrhea, hemorrhage, pain, and 
weight loss. Carcinoid tumors are frequently malignant, but 
long survival in the presence of metastases is not uncommon. 
The syndrome associated with malignant carcinoid tumor con- 
sists of predominantly right-sided valvular endocardial fibrosis, 
a peculiar type of skin telangiectasia, skin cyanosis and blushing 
secondary to vasomotor changes, and asthma-like symptoms due 
to bronchoconstriction. The substance responsible for this syn- 
drome is believed to be 5-hydroxytryptamine, regarded as a 
specific hormone of the enterochromaffin cell system that is also 
elaborated in great quantities by carcinoid tumors. - 


Changes in the Intramural Coronary Branches in Coronary 
Arteriosclerosis. O. Saphir, L. Ohringer and R. Wong. A. M. A. 
Arch. Path. 62:159-172 ( Aug.) 1956 [Chicago]. 


Factors that have been regarded as important in arteriosclero- 
sis and atherosclerosis include heredity, hypertension and obes- 
ity, and those related to endocrine disturbances, such as steroid 
hormone relationships, sex, thyroid dysfunctions, diabetes, and 
gout. In the past, inflammatory factors were considered as pos- 
sible causes, but now the weight of evidence seems to favor an 
abnormal cholesterol metabolism as of prime importance. The 
old concept of inflammation as at least one factor in the causa- 
tion of coronary arteriosclerosis is discussed. The studies de- 
scribed were designed to determine whether what appears as 
primary coronary artery sclerosis may not, in certain instances, 
actually represent the end-stages of an inflammatory process. 
Since it was felt that the main coronary arteries might no longer 
show the pathogenesis of these lesions, the intramural branches 
of the coronary arteries were examined. Although it had been 
planned to study the myocardium in instances of coronary 
arteriosclerosis in patients up to the age of 40, it was thought 
more profitable to include also patients up to 50 years of age, 
especially as the increase in the incidence of arteriosclerosis 
that the authors have observed during the last 15 years involves 
particularly the age group from 40 to 50 years. 

The myocardiums of 100 patients were examined with the aid 
of the microscope. Only those cases were selected for study in 
which the final autopsy diagnosis was coronary arteriosclerosis 
or coronary atherosclerosis, with or without myocardial changes. 
There were 32 females and 68 males. Remnants of inflamma- 
tory changes were found in the intramural branches of the coro- 
nary arteries in 82. These changes consisted of perivascular 
cellular infiltrations, perivascular or adventitial fibrosis, intimal 
fibrosis and hyalinization, the arteritis obliterans type of lesions, 
and fibrous changes in the media. In a number of instances, 
these changes were characteristic of old periarteritis or panar- 
teritis. Autopsy findings and a review of the clinical histories 
disclosed evidence of endocarditis in 12 cases, in 8 of which it 
was most probably rheumatic in origin. Ten patients volun- 


teered histories suggesting hypersensitivity or showed autopsy. 


findings interpreted as allergic in origin. Six other patients 
showed changes in the intramural branches of the coronary 
arteries that were indistinguishable from those seen in the 
group with hypersensitivity. The relation of the changes in the 
smaller branches of the coronary arteries to those in the large 
branches is discussed, and it is suggested that the intramural 
coronary artery disease may provide a clue to the nature of the 
changes in the large coronary arteries that are indistinguishable 
from primary arteriosclerosis and atherosclerosis. The question 
is raised whether perhaps the increase in coronary arteriosclero- 
sis in the younger age group may not be associated with hyper- 
sensitivity related to the common use of antibiotics and chemo- 
therapeutics. 
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BOOK REVIEWS 


Psychoanalysis and Psychotherapy: Developments in Theory, Technique, 
and Training. By Franz Alexander, M.D., Director, Chicago Institute for 
Psychoanalysis, Chicago. Cloth. $4.75. Pp. 299. W. W. Norton & Company, 
Inc., 55 Fifth Ave., New York 3, 1956. 


In this book the author comprehensively presents the devel- 
opments of the past 20 years in the theory and technique of 
psychoanalysis. His purpose is to clarify prevailing views and 
practices and to call attention to the discrepancies existing be- 
tween our theoretical model of procedure and what actually 
takes place in treatment. Of special interest are his views in 
regard to the application of psychoanalytic theory to those forms 
of psychotherapy that differ from traditional analysis. The 
author first discusses the impact that he believes psychoanalysis 
has made on Western culture. He then traces, in a remarkably 
concise manner, the development of psychoanalytic theory from 
its inception to the present. He reviews thos2 aspects of theory 
that have enjoyed general acceptance and then traces early 
modifications of theory as they oscillated between an over- 
emphasis on one of two basic therapeutic factors: psychoanalysis 
as primarily a cognitive process (ego-analysis) and psycho- 
analysis as primarily a meaningful emotional experieace. In dis- 
cussing more recent developments, he clarifies his view of the 
transference relationship as a corrective emotional experience 
and the axis around which present analytic technique revolves. 
For those versed in psychoanalysis the only ideas that may ap- 
pear to be new or unfamiliar are those the author proposes in 
his discussion of the countertransference phenomenon and the 
relationship of classic analysis to other forms of psychotherapy. 

With regard to countertransference, the author proposes that 
the analyst should attempt to replace his spontaneous counter- 
transference reactions with attitudes that are consciously adopted 
to create the type of emotional climate the patient’s dynamic 
situation demands. In discussing more recent forms of psycho- 
therapy, he states that they differ from the classic technique 
in quantity but not in their basic characteristics. He points out 
the value of the shorter forms of supportive and uncovering 
psychotherapy for patients not amenable to the classic tech- 
nique. He deals extensively with the therapeutic implications 
of regression and with the technical problems regarding the fre- 
quency of interviews and planned interruptions of treatment. 
One chapter is devoted to the controversial issues that arose in 
response to “Psychoanalytic Therapy,” written by the author of 
the present book and Thomas French in 1946. The last quarter 
of the book is devoted to the problem of psychiatric training 
in psychoanalytic institutes and medical schools. In general, it 
is gratifying to note the author’s emphasis on empirical data 
as the source of modification in analytic theory rather than on 
a priori assumptions found in some psychoanalytic work. It is 
interesting, however, that in his praise for psychoanalysis the 
author seems to ascribe to it almost all that has been learned 
of the psychology of man. He refers to philosophy only when 
it agrees with analytic theory; he gives only a passing nod to 
sociology and anthropology and does not mention the vast field 
of academic psychology at all. One cannot help wondering at 
this omission. 


Pathologische Anatomie der beengenden intrakraniellen Prozesse. 
Bearbeitet von K. J. Ziilch und E. Christensen. Band III, Handbuch der Neu- 
rochirurgie. Herausgegeben von H. Olivecrona und W. Ténnis. Cloth. 298 
marks. Pp. 800, with 473 illustrations. Springer-Verlag, Reichpietschufer 20, 
(1) Berlin W. 35 ( West-Berlin ); Neuenheimer Landstrasse 24, Heidelberg; 
Gottingen, Germany, 1956. 


This outstanding book is divided into two sections. The 
first, Biology and Pathology of Brain Tumors, is by Ziilch and 
occupies the greater part of the volume. The second deals with 
the pathology of intracranial hemorrhage; it is only 30 pages 
ong and is by Christensen. The first section is representative 
of German medical writing at its best. It is typical of the 
scientific work that was expected of German authors over 25 
years ago but of which we have seen so little in more recent 


, These book reviews have been prepared by competent authorities but 
Co not represent the opinions of any medical or other organization unless 
‘pecifically so stated. 


years. This volume is a classic and will undoubtedly be the 
standard reference work on this subject for many years to 
come. The literature on the subject from the entire world has 
been carefully and intelligently reviewed. The work and opin- 
ions of all investigators worthy of consideration have been 
presented. The author has stated his own opinion and his 
reasons for differing with the views of others. The bibliography 
is unusually complete; the author and the publisher are to be 
congratulated on having adopted the alphabetical and colum- 
nar style of arranging the names of authors cited in the bibli- 
ography. This makes for much easier reference than the usual 
German style. It is still difficult, however, to distinguish the 
different works of two different authors with the same last name. 
Each type of tumor is taken up separately. The author has 
followed the classification of Percival Bailey of Chicago quite 
closely. He has recognized, as many neuropathologists have, 
that there is a definite difference in behavior between the 
astrocytomas of the cerebral hemispheres and those of the 
cerebellum. He has endeavored to distinguish between these 
two types of tumors by grouping the cerebellar ones with the 
polar spongioblastomas, which commonly involve the neural 
axis and the optic nerves and chiasm. This does not seem to be a 
proper or satisfactory solution to the problem. On the other hand, 
the grouping of the various tumors of peripheral nerves, referred 
to by others by such terms as perineural fibroblastoma, neuro- 
fibroma, and schwannoma, seems entirely justified. 

Each type of tumor is taken up similarly. The author first 
discusses the historical aspects and its place in the classification; 
the frequency, sex and age incidence, and common site of 
origin are then presented. He next takes up the gross and mi- 
croscopic appearance of the tumor. These aspects are well and 
profusely illustrated. The tendencies, if any, toward degenera- 
tive changes, recurrence, and metastasis are then considered. 
Lastly, the author briefly discusses the pathological differential 
diagnosis, the prognosis, and therapeutic possibilities. In 
addition to the various tumors of the glioma group, the 
neurinomas, meningiomas, angioblastomas, pituitary tumors, 
blood vessel tumors and malformations, and metastatic tumors, 
he discusses parasitic and granulomatous involvement of the 
brain and arachnoiditis. He concludes with a brief presentation 
of a few points concerning technical methods for preserving, 
sectioning, and staining these tumors. The second section is 
not comparable to the encyclopedic study of tumors that is 
presented in the first. It consists of a brief discussion of epi- 
dural, subdural, subarachnoid, and intracerebral hemorrhage. 
The publisher is to be congratulated on the splendid manner 
in which this book is presented. The printing is excellent, anJ 
the illustrations are well reproduced. Everyone having to do 
with tumors of the brain should have this volume readily avail- 
able, although the high price may make that impossible. 


The Practice of Psychiatry in General Hospitals. By A. E. Bennett, M.D., 
Associate Clinical Professor of Psychiatry, University of California, School 
of Medicine, San Francisco, Eugene A. Hargrove, M.D., Assistant Professor 
of Psychiatry, University of North Carolina, School of Medicine, Chapel 
Hill, and Bernice Engle, M.A., Research Associate, Department of Psy- 
chiatry, University of California, School of Medicine, with contributing 
authors. Cloth. $4. Pp. 178. University of California Press, Berkeley 4, 
1956. 


In addition to developing psychiatric departments in several 
general hospitals, Dr. Bennett and co-workers conducted a sur- 
vey that disclosed that less than 1% of patients suffering from 
mental illness were accommodated in American and Canadian 
hospitals. They incorporated their findings into a scientific 
exhibit that attracted much attention and stimulated many in- 
quiries. They have prepared this book from the material co.- 
lected for the exhibit; here they consider the main problem 
connected with installing and operating a psychiatric department 
within a general hospital. They believe that “as the advantages 
of the psychiatric unit are better understood patients will gen- 
erally be admitted to general hospitals for treatment of acute 
mental illness to the same extent as for other acute medical il!- 
nesses, disorders and accidents; that modern medicine will 
eventually accept its responsibility to treat the entire person.” 


i 
. 
\ 
A 


1018 BOOK REVIEWS 


The foreword, introduction, and preface of this volume are fol- 
lowed by 10 chapters and a general index. At the end of each 
chapter there are lists of references. Although the authors are 
dedicated to the integration of psychiatry into the practice of 
medicine in general hospitals, their organization of this book 
does not describe the process. The reader will gain practical in- 
formation on the staffing of a psychiatric unit, training programs, 
administration, architecture, psychiatric referral, medicolegal 
aspects, health insurance, the day hospital, and special treat- 
ments. Sections on these separate subjects are contributed by 
several authors, some of whom have special competence in the 
problems pertaining to the hospital practice of psychiatry. These 
separate chapters are well written and apparently are intended as 
sources of reference when the establishment of a psychiatric unit 
in general hospitals is under consideration. The value of the book 
would be greatly enhanced by the addition of a chapter describ- 
ing the functioning of the departments of psychiatry in one or 
more hospitals. It is also hoped that in a subsequent edition the 
authors will describe in detail the various improvements in med- 
ical care they have observed in general hospitals in which psy- 
chiatric units have been functioning for some time. Such observa- 
tions would be of practical interest to general practitioners and 
medical specialists. 


Human Perspiration. By Yas Kuno, M.D. Publication 285, American Lec- 
ture Series, monograph in Bannerstone Division of American Lectures in 
Physiology. Edited by Robert F. Pitts, M.D., Ph.D., Professor of Physiology 
and Biophysics, Cornell University Medical College, New York. Cloth. $9.50. 
Pp. 416, with 76 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto, 2B, Canada, 1956. 


This study of the present knowledge of perspiration is based 
primarily on the personal observations of the author. Although 
derived from a similar volume written in 1934 by the same au- 
thor, the book has been radically changed in both style and 
context. The writer believes that sweating deserves far more 
consideration, from both physiological and social aspects, than 
has usually been accorded to it; and his reasons are advanced in 
a lucid and convincing manner. The individual chapters include 
detailed descriptions of the development, anatomy, chemistry, 
and physiological mechanisms of the human sweat apparatus. 
Additional chapters describe regional and general forms of sweat- 
ing, as well as their diverse relationships to the chemistry of the 
blood, and the influence of drugs, temperature, and stress. Of 
particular interest are the author’s concepts of the skin chloride 
shift in sweating and the reabsorption of sweat in the sweat duct. 
The author presents a method for the suppression of local hyper- 
hidrosis; this method, consisting of the administration of a 10% 
solution of formaldehyde by iontophoresis, has its drawbacks. 
The discussion of the significance of water debt during physical 
exercise in hot weather is of great interest. The book is well writ- 
ten and printed, and the illustrations and tables are both ade- 
quate and clearly reproduced. Although the volume is small, it is 
filled with valuable information. 


Clinical Selections in Dermatolegy and Mycology. By Frederick Rehm 
Schmidt, A.B., M.D., Associate Professor of Dermatology, Northwestern Uni- 
versity Medical School, Chicago. With contributions by 36 specialists from 
various lands. Cloth. $10.50. Pp. 505. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, lll.; Blackwell Scientific Publications, 
Ltd., 24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W.., 
Toronto 2B, Canada, 1956. 


Since each contribution to this volume is written by an expert 
on a specific disease, this is not a textbook for the student but 
rather a summary of the knowledge and experience of an author- 
ity on a subject, condensed and maturely presented both for the 
practicing physician interested in a special topic and for the 
dermatologist. No attempt is made to present the material in an 
integrated or coordinated form. This is not a disadvantage, how- 
ever, inasmuch as the contributions cover the important subjects 
in a thorough and thoughtful manner and properly emphasize 
controversial opinions and original ideas. Some of the more im- 
portant contributions include the chapters on nutritional derma- 
toses, the collagen diseases, and the pigmentary dermatoses. Orig- 
inal methods of treatment are emphasized, and the use of simple, 
practical remedies is advised whenever possible. A large portion 
of the book deals with the pathogenesis, diagnosis, and therapy 
of fungous diseases, including those prevalent in tropical regions. 


J.A.M.A., November 3, 1956 


The psychosomatic dermatoses are not neglected; and the role of 
enzymes, vitamins, and diet in the cutaneous economy is also 
described. For the most part, the discussions are written with sim- 
plicity and clarity of style, and the bibliography is adequate. This 
reference book should be welcomed by those interested in 
both the simple and the complex aspects of dermatology and 
mycology. 


Allgemeine Theorie der menschlichen Haltung und Bewegung als Ver- 
bindung und Gegeniiberstellung von physiologischer und psychologischer 
Betrachtungsweise. Von Dr. F. J. J. Buytendijk, o. Professor der Psychologie 
der Reichsuniversitat Utrecht, Utrecht, Holland. Titel der Originalausgabe;: 
Algemene Theorie der menselijke Houding en Beweging, 1948. Cloth. 39.60 
marks. Pp. 367, Springer-Verlag, Reichpietschufer 20, (1) Berlin W385 
( West-Berlin ); Neuenheimer Landstrasse 24, Heidelberg; Gottingen, Ger- 
many, 1956. 


This book, competently translated from the Dutch, reflects 
the author’s thorough knowledge of physiology, psychology, 
and philosophy. He endeavors to give the theoretical founda- 
tion of the movements and postures as purposeful acts; and, 
though he emphasizes the merits of the Gestalt theory, he shows 
that the traditional physiological and psychological investiga- 
tions do not provide an adequate explanation. In addition to 
an analysis of various types of voluntary and reflex movements, 
the author discusses, in a fascinating chapter, the facial 
expressions. A section on the genesis of human movements, 
which stresses also the learning processes, and one on the sex 
and age differences of movements conclude this informative 
and challenging book. The author’s phenomenological analysis 
of the movements and his discussion of the relevant physio- 
logical, psychological, and clinical literature should make 
fascinating reading for physiologists and neurologists. His 
holistic approach to the problem of human behavior is related 
to that of the Heidelberg neurological school (vs. Weizsicker ). 
The printing and binding are excellent. 


The Office Assistant in Medical or Dental Practice. By Portia M. Fred- 
erick, Instructor, Medical Office Assisting, Long Beach City College, Long 
Beach, Calif., and Carol Towner, Executive Assistant, Department of Public 
Relations, American Medical Association, Chicago. Cloth. $4.75. Pp. 351, 
with 55 illustrations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, England, 
1956. 


This book is a manual of instruction for medical and dental 
office assistants. All the functions of an office assistant are cov- 
ered, from those that make the occupation a career to book- 
keeping and banking. Specific instructions and modes of conduct 
in meeting patients and handling telephone calls are stressed. 
The importance of a good “office girl”-to a physician or dentist is 
also stressed. Record-keeping, handling of mail, and office ap- 
pointment systems are well discussed. There are chapters on the 
techniques of sterilization, injection, the care of instruments, and 
administrative duties. Emphasis is placed on the importance of 
all possible aids te the practitioner in saving time and pleasing 
the patients. There is much information about medical societies 
and their organization that should be of help to an office assist- 
ant. The authors are well qualified to present this material, and 
they have done so in easily readable fashion. The book is well 
illustrated and can be highly recommended to office assistants. 


Proctology. By Harry E. Bacon, B.S., M.D., Sc.D., Professor and Head 
Department Proctology, Temple University Medical School, Philadelphia, 
Stuart T. Ross, A.B., M.D., F.A.C.S., Attending Proctologist, Nassau Hos- 
pital, Mineola, New York, and Porfirio Mayo Recio, B.S., M.D., M.Sc., As- 
sistant Professor Surgery, College of Medicine, University of Philippines, 
Manila. Portions of this book were published previously under title ““Essen- 
tials of Proctology,” by Harry E. Bacon, 1943. Cloth. $10. Pp. 441, with 233 
illustrations, J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 
5; 2083 Guy St., Montreal, Canada; Pitman Medical Publishing Co., Ltd., 
89-41 Parker St., Kingsway, London, W.C.2, England, 1956. 


This excellent volume is designed for the medical student, 
general practitioner, and general surgeon, but it is also a 
valuable addition to the library of the proctologist. Illustra- 
tions are clear-cut and informative. Especially helpful to the 
medical student are the tables of differential diagnosis taken 
from earlier works of the senior author. The authors have given 
some attention to the etiological importance of anal infection 
in the common anorectal disorders, such as fissure, hemorrhoid, 
abscess, and fistula. The inclusion of an excellent chapter on 
intestinal parasites is timely and appropriate. 
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QUERIES AND MINOR NOTES 


TUBERCULOSIS CASE-FINDING IN TEACHERS 


To THE Eprror:—The teachers in the school district in which I 
am the doctor are compelled to have an x-ray of the chest every 
year. The superintendent wants me to find out if there is any 
danger in having annual chest x-rays. Would there be any 
difference whether the standard or the miniature x-ray equip- 
ment were used? Is there any possibility of these annual x-rays 
stimulating the growth of latent cancer cells? Would the factor 
of an individual being under x-ray therapy, or having had or 
planning to have diagnostic x-ray studies, be of any great con- 
sideration? Would you advise any other means for the detection 
of tuberculosis in this type of adult population? 


John F. Smith, M.D., Monterey Park, Calif. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—There is no available evidence to indicate that the 
x-ray exposure for an annual film of the chest is in any way 
harmful. The recent writings on this subject have pertained to 
those who are exposed to x-rays a great deal in their work and 
those who receive x-ray treatment for various conditions. There 
would be no difference whether standard or miniature x-ray film 
equipment were used, as the amount of exposure is extremely 
small in both procedures. No evidence is available to suggest the 
possibility that the making of annual x-ray films stimulates the 
growth of cancer cells. It is not unusual to make periodic x-ray 
film inspections of the chests, seeking evidence of pulmonary 
metastases of persons who are under x-ray therapy for malig- 
nancy elsewhere in the body. Among teachers, or any other 
group, the best procedure for the detection of tuberculosis is 
giving all members the tuberculin test to identify those who are 
harboring tubercle bacilli. The reactors have x-ray film inspec- 
tion of the chest periodically to detect gross lesions that may 
evolve while the disease is still in the silent stage. It is only 
present tuberculin reactors and those who subsequently become 
reactors who develop clinical tuberculosis. Therefore, there is no 
reason to make periodic x-ray film inspections of the chest for 
tuberculosis of those who are uninfected and who do not react 
to tuberculin. 

This procedure is widely used and recommended by the 
Committee on Tuberculosis of the American School Health As- 
sociation, in cooperation with tuberculosis and health associa- 
tions in several states, where schools are officially certified on 
the basis of tuberculosis control work in progress. The details of 
this program may be obtained from Dr. A. O. DeWeese, Execu- 
tive Secretary, American School Health Association, Kent Uni- 
versity, Kent, Ohio. 


ANSWER.—The amount of total body radiation received during 
a single chest x-ray is only a small fraction of the limit con- 
sidered tolerable by the National and International Commissions. 
There are not sufficient data on the difference in exposure be- 
tween standard and miniature x-ray equipment. There is no 
evidence to make it seem likely that doses of radiation in this 
range will be carcinogenic. At the present time a chest x-ray is 
the best method for detecting early pulmonary tuberculosis in 
individuals with a positive tuberculin reaction. 


DIATHERMY APPARATUS 
To THe Eprror:—Are there any harmful rays emitted by a di- 
athermy machine the specifications of which are 110 volts, 
60 cycles per second, 7 amperes? The operator stands next 
to the machine, or within half a foot of it. 
M.D., Pennsylvania. 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


Answer.—It is assumed that the inquirer is asking about 
either a short wave or microwave diathermy apparatus. Di- 
athermy apparatus is intended to provide energy transmitted by 
electromagnetic waves to the patient for the purpose of heating 
body tissues. In properly constructed diathermy units, the emis- 


sion of such energy through the cabinet is so negligible that for - 


all practical purposes there is not even the mildest heating effect 
on the operator or other persons contacting or standing in close 
proximity to the cabinet of the apparatus. 


MULTIPLE SCLEROSIS VACCINE 


To THE Eprror:—News Facts, a publication of Toronto, Canada, 
states that a Dr. Antonina Shubladze at the Soviet Institute of 
Virology has perfected a vaccine for curing multiple sclerosis 
and that it is manufactured and distributed by the Kharkov 
Serum and Vaccine Institute in Moscow. A patient wishes 
to either confirm or refute the existence of such a vaccine, and, 
if such a vaccine exists, he would like to have the address of a 
distributor in the United States so that it could be made avail- 


able to him. M. D., Nebraska. 


ANSWER.—This inquiry undoubtedly refers to a preparation 
manufactured and distributed from the Metchnikoff Institute in 
Kharkov, where it is called the “Vaccine of Margoulis and Chou- 
badze.” Its nature has been carefully studied in the United States, 
but whether it fulfills the criteria of a vaccine for multiple scler- 
osis is extremely dubious, and there is no evidence at all to sug- 
gest that it can cure cases of that disease. It is not, as far as is 
known, distributed in the United States. The proponents of the 
preparation, in the instructions that accompany it, recommend 
its use in early cases of multiple sclerosis and in encephalitis. 
There are, of course, at least two separate diseases and encepha- 
litis may be caused by a host of recognized and unrecognized 
organisms and conditions. 

To limit this discussion to multiple sclerosis, the printed 
instructions also state that “some early cases may be helped.” 
In the judgment of this consultant, that statement says nothing, 
since spontaneous remission characterizes early cases of multiple 
sclerosis. Brickner (Bull. Neurol. Inst. New York 4: 665, 1936) 
and Putnam (J.A.M.A. 112: 2488, 1939) studied over 100 re- 
ports of treatments for multiple sclerosis and showed that the 
reported improvement corresponded almost exactly (48%) with 
the frequency with which early cases go into spontaneous re- 
mission. 

The preparation of Margoulis and Choubadze was studied at 
the department of zoology, Rutgers University, which reported 
(De Falco: Personal communication, 1956) that the material 
gave a weak protein test and was a homogenate, probably of 
brain. The supernatant portion faintly reacts to antiserums for 
rat and mouse but does not react to pig, dog, sheep, chicken, 
horse, human, rabbit, or hamster antiserums. It is probable that 
the material is of rodent origin, not necessarily rat, as demon- 
strated by the naphylactic death of all of seven guinea pigs two 
to five minutes after they were given rat serum intravenously 
four weeks after sensitization with two doses of the “vaccine” 
of 0.25 cc. given on alternate days. The available data do not 
justify the use of this material, except for investigational purposes 
by the qualified persons. This is emphasized by Tore Broman 
(Personal communication, 1956), professor at Géteborg, under 
whose direction Sigvard Flodmark and Arne Linde have been 
conducting clinical studies of the Margoulis and Choubadze prep- 
aration, There is evidence that patients treated with it develop 
antibodies against mouse serum, and Broman believes there is at 
least a theoretical possibility of inducing an encephalomyelitis. 
His comment, with which this consultant is in complete agree- 
ment, is that the chances for benefit are small compared with the 
possibility of doing serious harm. 
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1020 QUERIES AND MINOR NOTES 


TRANSFUSIONS AND THE HEMOGLOBIN CONTENT 


To THE Eprror:—The following statement appeared in an ab- 
stract of a lecture by Dr. Howard R. Bierman, April 12, 1955: 
“More transfusions are required to raise the Hgb content from 
11 to 14 Gms. than to raise it from 2 to 11 Gms.” I could not 
find an explanation in the literature available to me. 


Hamza I. Munib, M.D., Amarillo, Texas. 


ANSWER.—In context, the statement emphasizes the practical 
point of maintaining a physiologically sufficient, although re- 
duced, hemoglobin level in patients with anemia due to neo- 
plastic diseases, because of the greater expenditure of effort and 
blood to return the hemoglobin to the normal 100% level. Little, 
if any, added value has been demonstrated by transfusing to 
normal or even polycythemic levels over that of maintaining a 
comfortable and sufficient hemoglobin level. In some patients 
with severe anemia due to the leukemias, it has often been ob- 
served that one or two units of blood will initially cause far 
greater rises in hemoglobin levels than an equivalent amount of 
the blood when the hemoglobin level is already elevated. Many 
mechanisms are probably involved, a few of which can be men- 
tioned. The total blood volume space is contracted in proportion 
to the severity of the anemia (McMichael and others: Lancet 
1:637, 1943). Thus the initial replacement of blood would appear 
to correct the anemia more efficiently than subsequent transfu- 
sions with an expanding blood volume space. 

Many patients with neoplastic diseases, particularly the 
leukemias, often maintain a depressed hemoglobin level for 
prolonged periods. Apparently the increased rate of erythrocyte 
destruction is kept in partial compensation by an increased 
erythropoietic activity, the equilibrium of which determines the 
hemoglobin level that will be maintained (Crosby and Akeroyd: 
Am. J. Med. 13:273, 1952; Finch and Coleman: J. Clin. Invest. 
32:567, 1953). It is known that erythropoiesis is most active at 
the lowest hemoglobin levels and would therefore be of greater 
assistance at the lower rather than the higher levels if the hemo- 
lytic component is brought under control (Dacie: The Haemo- 
lytic Anaemias: Congenital and Acquired, Grune & Stratton, Inc. 
1955, p. 15). This is further supported by greater reticulocytosis 
and the presence of normoblasts at the lower levels. On the other 
hand, transfusions at elevated hemoglobin levels tend to depress 
erythropoiesis (Boycott and Oakley: J. Path & Bact. 36:205, 
1933). 


ATTACKS OF GASPING FOR AIR 

To THE Eprror:—For five years, periodically, a college graduate, 
aged 31, has awakened at night from sound sleep gasping for 
air. These episodes occasionally occur during the day if he 
happens to be napping. After his first college year he enlisted 
in the Marines and was sent to the Pacific theater, where he 
participated in combat during the entire campaign and was 
in the first wave that landed on Okinawa. His first symptoms 
happened on that island. From Okinawa he flew to Guam, 
where he had another attack. On returning to the United 
States, he went back to college, graduating in 1952 with a 
major in physical education and English. At the present time 
he is a coach in a high school. Last summer an electrocardio- 
gram was made. The cardiologist reported that everything 
was within the normal level and that he could run a mile if 
he wanted to. A roentgenogram was normal. He is married 
and the father of six children. His married life seems to be 
happy. He has been seen by two colleagues, and the only 
conclusion we reached was that he is suffering from hyper- 
ventilation syndrome. We have been unsuccessful in reducing 
the frequency and severity of the attacks. Please advise ow 
to cope with this case. M.D., Wisconsin. 


ANswER.—There are two possibilities that must be considered 
in explaining these symptoms: (1) cardiac disease and (2) a 
hyperventilation syndrome. Cardiac disease would seem to have 
been pretty well excluded by the fact that the patient has no 
abnormal heart sounds, the fact that x-ray examination shows 
no enlargement of the heart, and the fact that the electro- 
cardiographic tracings are within normal limits. In addition, the 
patient is only 31 years of age. The clinical history certainly 
would suggest that the patient’s difficulty is due to a hyper- 
ventilation syndrome. There are many factors that would ac- 
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count for such a condition. First of all, the original attack oc- 
curred while the patient was in Okinawa, where he was un- 
doubtedly under emotional strain. It is also interesting to note 
that his occupation is of such a type that he is subject to great 
emotional stress from time to time. It would be advisable to 
have the patient try breathing into a paper bag, to see if this 
will control his attacks. If this does not prove successful, it 
might be advisable for the patient to consult a psychiatrist to 
aid in dealing with his problem. 


“TRUTH SERUM” 


To THE Eprror:—Please give an explanation of the term “truth 
serum” as it-appears in the lay press. 


William K. Owens, M.D., Pulaski, Tenn. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—So-called truth serum is not a serum, but, as stated 
by McCartney in his book, “Understanding Human Behavior” 
(New York, Vantage Press, Inc., 1956), “it is the injection of a 
drug so that the patient can recall a repressed memory.” This 
technique, called narcosynthesis, came into general use during 
World War II. A solution of thiopental (Pentothal) sodium or 
amobarbital (Amytal) sodium is slowly injected intravenously 
until conscious control is lost, and then the subject is questioned 
about past experiences. Without conscious censorship the person 
is apt to tell the “truth.” 


ANSWER.—Truth serum usually means a form of barbiturates 
for intravenous administration given slowly, so that the individual 
will respond to questioning but his inhibitions will be dulled or 
removed. An interesting chapter entitled Narcoanalysis for 
Criminal Interrogation, pages 945 to 979, can be found in 
“Legal Medicine,” edited by Gradwohl (St. Louis, C. V. Mosby 
Company, 1954). 


ENTERITIS IN URANIUM CAMPS 


To THE Eprror:—In regard to the query and minor note “Enteritis 
in Uranium Camps,” in THe JourNAL, June 30, 1956, page 
931, the reason might well be arsenic in the water. Arsenic is 
often found in the regions of mines of this nature and, when 
taken in small quantities, causes severe enteritis with weight 
loss. It would be advisable to have chemical analyses of the 
water used in cooking, for arsenic as well as for other minerals. 

Leland Fuller, M.D. 
* 900 S. Central Ave. 
Lodi, Calif. 


The above letter was submitted to the consultant who an- 
swered the query referred to, and his comments follow.—Eb. 


To THE Eprror:—Although enteritis tends to be associated with 
arsenic more as an acute manifestation than on chronic ex- 
posure—and the reported condition appears to fall in the latter 
category—it would seem well to inquire into the possibilities 
of arsenic absorption in these mines, through analysis not only 
of the water but also of the urine. However, the probability of 
arsenic being the cause is low, as reports of such cases are rare, 
even where arsenic is associated with minerals being mined, 
and as other symptoms pointing to arsenic as the cause would 
be expected. 


SURGICAL SPONGES AND HEPATITIS 


To tHE Eprror:—At our hospital the surgical sponges are pre- 
pared manually from bulk gauze. After use in surgery they are 
thoroughly washed, dried, refolded, and autoclaved for repeat 
use. Is this a safe method of handling surgical sponges? My 
immediate concern is the possible transmission of homologous 


serum hepatitis. ©, R. Heinzerling, M.D., Chaska, Minn. 


Answer.—Although the etiological agent in serum hepatitis 
is. believed to be a virus, it has not been isolated. All known 
viruses are destroyed by proper autoclaving cycles (121 C or 
250 F for 20 to 30 minutes). There is no reason to suspect that 
sponges, prepared for repeat use as described above and properly 
autoclaved, would transmit the infectious agent. 
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PRO-BANTHINE IN ULCER SPASM 


Pro-Banthine* Controls the Autonomic 
Imbalance in Spasm and Hypersecretion 


Recent evidence has reemphasized 
long-held clinical impressions of the 
importance of gastric spasm in the 
etiology of peptic ulcer. The thera- 
peutic importance of controlling 
gastric hypermotility in ulcer therapy 
has been convincingly demonstrated 
in many ways — surgically’, endo- 
scopically*, photokymographically®, 
and roentgenographically*. 

Since the excitatory phase of both 
gastric secretion and gastrointestinal 
peristalsis is controlled by the vagus 
and its neurohormone, the problem 
of therapy resolves® itself “mainly 
into one of blocking acetylcholine.” 

Numerous clinical studies have 
substantiated the capacity of Pro- 
Banthine to inhibit gastric secretion 
and gastric and intestinal motility. 
By its dual anticholinergic action, 


Pro-Banthine blocks the action of 
acetylcholine both at the sympathetic 
ganglia and at the parasympathetic 
ganglia and effector sites. 

The therapeutic effectiveness of 
this action of Pro-Banthine was given 
dramatic emphasis in a recent study 
by Barowsky and associates* on 25 
indigent clinic patients. The condition 
of these patients was aggravated by 
serious stress factors, language diffi- 
culties and improper diet. 

Yet when dietary and antacid 
measures were supplemented by “in- 
tensive” treatment with Pro-Ban- 
thine, the mean duration of treatment 
was reduced from 135 days to 17 
days and the incidence of “good re- 
sults”—measured both clinically and 
roentgenographically—rose from 31 
to 88 per cent. 


The average adult oral dose of 
Pro-Banthine Bromide (brand of 
propantheline bromide) is 15 mg. 
three times daily and at bedtime. 
Some patients may require as much 
as 60 mg. four times daily. 

Pro-Banthine is supplied in tablets 
of 15 mg. each; in tablets of 15 mg. 
with 15 mg. of phenobarbital; and, for 
parenteral use, in ampuls of 30 mg. 

G. D. Searle.& Co., Chicago 80, 
Illinois, Research in the Service of 
Medicine. 


1. Dragstedt, L. R., and Others: Ann. Surg. 126: 
687 (Nov.) 1947. 

2. Stempien, S. J., and Others: Part I Gastroenter- 
ology 23:45 (Jan.) 1953; Part Il. Gastroenterol- 
ogy 23:55 (Jan: 1953. 

3. Hightower, N. C., Jr., and Gambill, E. E.: Gas- 
troenterology 23:244 (Feb.) 1953. 

4. Barowsky, H.; Schwartz, S. A., and Lister, J.: 
Am. J. Gastroenterol. 24:533 (Nov.) 1955. 

5. Krantz, J. C., Jr.: Am. J. Gastroenterol. 24:31 
GQuly) 1955. 
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Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
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year, 45 cents each. 
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making collection. 


CHANGE OF ADDRESS notice 
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whether change is permanent or temporary. Both 
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WHEN COMMUNICATIONS 
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correspondents will confer a favor and will secure 
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ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and bibliographies should 
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Index Medicus published by the American Medical 
Association. This requires in the order given: 
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with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
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RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THE JounnaL do 
not represent those of the American Medical 
Association or any other organization. 
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by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
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made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 
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A price list describing the various publications 
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Classified Advertisements 


Personal classified advertising rates are $7 for ad; 
of 30 words or less and 25c each additional won 
in regular type or $8.75 for 30 words and 30¢ cach 


additional word in bold face type. There is also , 
45e charge made on the first insertion of an aq 


when a box number is used and answers sent care 


of AMA. Count 4 additional words for a box 
Commercial classified advertising rates are $9 for 
ads of 20 words or less and 30c each additiona) 
word in regular type or $11.25 for 20 words an; 
40e each additional word in bold face type. Com. 
mercial rates cover all ads of manufacturers, 
dealers, agencies, etc. Box number charge sane 
as personal ads. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
FORMS CLOSE 15 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


WORLDPOST NOW HAS A U. 8S. AGENT-—YES, You 

can now buy your fine German photographic and technical 
equipment at Worldpost’s famous prices, but deal direc 
with a U. S. business firm; you send your order direct to 
the address below, and we handle the rest; you still save 
30 to 50%, even after paying U. 8S. duties; examples; 
Exakta; the only completely versatile 35 mm caniera; 
automatic diaphragm Zeiss Tessar F2.8, $149; (duty 
$19.60) automatie diaphragm Zeiss Biotar F2.0, $18} 
duty $23) automatic diaphragm Schneider Xenon F'1.4, 
193 (duty $26.50); Versal multicombination for 1a) 
and technical work, $58.80 ($6.00), Rolliflex (2% x 2%) 
twin lens reflex, (price includes deluxe leather carrying 
case) F3.5 $139, ($15.75), F2.8D, $199, ($21.80); Simi- 
lar prices on most other famous name cameras. Noel k 
Nelson & Company, 7810 Greenwood Avnue, Washingta 
12, D. C., U. 8. A. 


PHYSICIANS WANTED 


ANESTHETISTS—POSITIONS OF CHIEF, ANESTHE- 
sia section, and nurse-anesthetist, immediately available; 
Deans Committee Veterans Hospitals; combined capacity, 
1190 beds; over 3000 operations annually; staff with fac- 
ulty appointments, University of Pittsburgh Medici 
School; 10 fully approved or affiliated surgical resideng 
programs; research facilities and faculty appointment 
available; applicant must be a citizen; salary commensu- 
rate with qualifications. Apply to: Director, Professional 
Services, Veterans Administration Hospital, University 
Drive, Pittsburgh 40, Pennsylvania. ¢ 


UNIVERSITY OF MINNESOTA HOSPITALS FEL. 
lowships in psychiatry—approved training; research ani 
teaching experience; registration in graduate schod 
with cpportunity for MA or Ph.D. degree; trainin 
in a medical school setting in center of a large uni: 
psychoanalysis and psychoanalytic therapy avail. 
able individual arrangement; may begin January, 
March, July, or October. Write: Donald W. Hastings, 
MD, University of Minnesota Hospitals, Minneapolis 
14, Minnesota. ¢ 


PSYCHIATRISTS, PSYCHIATRIC RESIDENTS, AND 
general physicians—Indiana’s Mental Health Progra; 
superintendent: $13,800 plus complete maintenance; as- 
sistant superintendents, clinical directors, chiefs ¢ 
service: $11,700-$14,000; psychiatrists: $9,300-$12,90 
sychiatric residents: $4,380-$5,760; general physician: 
6,900-$9,900; 8. citizenship and Indiana license re 
quired, Write: Division of Mental Health, 1315 Wes 
10th Street, Indianapolis 7, Indiana. ¢ 


FELLOWSHIP VACANCIES IN CHILD PSYCHIATRY 
—at the Institute for Juvenile Research in Chicago, fo 
January or July 1957; approved for 3rd year residency 
through Iilinois Neuropsychiatric Institute; require 
ments: 2 years approved psychiatric training; salary $3,- 
720 to $4,800 dependent on previous training, Write: 
— R. Beiser, MD, 907 South Wolcott, Chicago 1), 

inois. 


WANTED—PHYSICIAN; PHYSICIAN TO CARE FO} 
neuropsychiatric patients in 960 bed hospital, under 
supervision of a certified psychiatrist; opportunities for 
professional and salary advantages; house on_ station 
available for nominal rent; salary ranges from $7570 to 
10,320 depending upon qualifications. Apply: Manager, 
eterans Administration Hospital, Tuscaloosa, Alabama. 


PHYSICIAN NEEDED—FOR GENERAL PRACTICE; 


Inland County seat 1000 population, drawing trade from 
wide rural area, County physician position open; fully- 
equipped hospital; no practicing physician in County; 
living quarters and office available now; must be class A 

aduate; state age, qualifications, etc. Margaret §. 

mshaw, Secretary of the Carter County Chamber of 
Commerce, Ekalaka, Montana. Cc 


PHYSICIANS FOR PUBLIC HEALTH — PENNSYL- 


vania has openings for public health administrators, of 
beginning or advanced grades, in local areas or special 
fields; appointments under Merit System; there are 
active training programs, and the State has an estab- 
lished retirement system. Write: C. L. Wilbar, Jr., MD, 
Deputy Secretary, State Department of Health, Harris- 
burg, Pennsylvania. 


PHYSICIAN—EXCELLENT LOCATION, SOUTH-EAST; 


for qualified man in dermatology or allergy; can esiab- 
lish own practice in well-equipped office, now or July. 
Box 2226 C, % AMA, : 


MEDICAL PLACEMENT 


15 Peachtree Place, N. W. 
Atlanta, Georgia 
We serve the South. 


Write us for information about openings. 
(Mrs. Stewart R. Roberts, Director) 


(Continued on page 74) 
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When 
she’s 
courted 


‘lemptation 


THE SYMPATHOMIMETIC AMINES HAVE BEEN 
found of value, when administered under the supervision 
of a physician, as an adjunct to the dietary management of 
obesity. The chief action of these drugs in this condition is 
effec on the cen nervous system, probably 
on the pret: be of the cerebrum. In addition to curbi 
the appetite, po imparts a feeling of well-being | 
increases mental physical activity in such a way as to 
relieve the feeling of frustration and boredom which is often 
the underlying factor in overeating. 


SMALLER DOSAGE, LONGER EFFECT—IT IS GEN- 
erally agreed that d-desoxyephedrine, milligram for milli- 
gram, is somewhat more potent than amphetamine, so the 
stimulation desired is achieved with a smaller dose, the 
onset of effect is more rapid, and the duration longer. 

exceeding t recommended may produce side 
inary doses, little or no signi tt. pressor effect 
been observed. 

Desoxyn alone should not be relied upon to induce weight 
reduction but should be used only under the direction of a 
a in conjunction with the prescription of a general 

ygienic regime and a special diet. 


DOSAGE, SIDE EFFECTS—THE DOSE OF DESOXYN 
must be adjusted in accordance with the requirements and 
response of the individual patient. When the anoretic effect 
of the drug is desired, as adjunctive therapy in an obesity 

ram, xyn should be administered one-half to one 

our before meals. In other instances the anoretic effect 
of the drug might not be desired; in these cases, Desoxyn 
should be administered with meals or immediately after 


_ Orally, the initial dose should be 2.5 to 5 mg., two to three 
times daily. Larger doses may be seguieed in some cases, and 
should be arrived at cautiously. They may be continued 
as long as the desired beneficial results accrue and there are 
no untoward effects. Individual oral doses in excess of 10 
mg. are likely to produce undesired cerebral stimulation. 
Medication is not recommended after 4 p.m. or at night, 
because of the possibility that the drug may interfere with 
sleep. If the patient is unable to sleep at night, the after- 
noon dose may omitted or the excessive stimulation 
counteracted by the use of effective sedatives such as 
Nembutal.® 


OTHER INDICATIONS: DEPRESSIVE STATES— 


Desoxyn Hydrochloride is indicated for oral administration 
in the treatment of narcolepsy and in cases of mild depres- 
sion accompanying or vating prolonged illness, con- 
valescence, old age, or the menopause. A feeling of well- 
being and increased energy will generally be produced in the 
patient. This lessens nervous tension and may aid in secur- 
ing cooperation for more specific therapy. 

avorable results have also been reported following the 
use of d-desoxyephedrine hydrochloride as an adjunct to the 
treatment of postencephalitic Parkinson's syndrome, chronic 
alcoholism and generally in conditions for which ampheta- 
mine sulfate has been of benefit. 

In major psychopathic depressions, as well as in mild 
depressive states, d-desoxyephedrine hydrochloride may fa- 
cilitate management of the patient but will not affect the 
underlying psychosis. The drug has not been of benefit in 
the treatment of myasthenia gravis. 


ONTRAINDICATIONS — DESOXYN HYDRO- 
hloride Tablets and Elixir should be used with caution in 
rsons with jovasc disease, thyroid disturbance, 
omnia, hypertension, or in ns of advanced age. The 
is contraindicated also in neurotic or hyperexcitable 
ins, or in those who have shown sensitivity to ephe- 

or ephedrine-like substances. 


ON—DESOXYN PRODUCES EFFECTS SIMILAR 

hose produced by racemic amphetamine. Like the latter, 

levates the mood, increases the urge to work, imparts 

e feeling of fatigue in most persons. It does not pro- 
the rather marked peripheral pressor effects of ephe- 
except in large doses. 


WIFT —ONSET OF EFFECT WITH DESOXYN 
n from 20 minutes to one hour. The duration of 
a single dose of 10 mg. orally varies from six to 12 
ough in exceptional cases effects may be noted for 


36 hours. Sleep is disturbed the night following a 


to 15 mg. at breakfast in some subjects. By divid- 


LAL AA 


... prescribe 


Hydrochloride 


{Methamphetamine Hydrochloride, Abbott) 


e, insomnia may usually be avoided. The drink- 
ee increases the effect of the drug. Intensity of 
e effect is somewhat greater in normal than in 
or alcoholic persons. 


RESSURE, PULSE RATE AND RESPIRATORY 
ually are only slightly or temporarily affected, unless 
al doses exceeding 10 to 15 mg. daily are taken. 


THE PARENTERAL ADMINISTRATION OF DESOXYN 


Hydrochloride is suggested for restoring and maintaining 
blood pressure during operative procedures, particularly 
during spinal or regional block anesthesia. Its use is sug- 
ented to combat acute hypotension during surgical opera- 
tions and for preoperative administration, particularly be- 
fore spinal anesthesia, to patients who manifest hypotension 
or who are considered poor surgical risks. 


TOLERANCE NOT DEVELOPED. WHILE THE DRUG 
is not habit forming in the true sense of the word, some de- 
pressed persons may come to rely on it for stimulation, or 
normal subjects may be induced to use it in excess for relief 
of fatigue. Tolerance to the drug is not developed. The 
euphoric and waking effects decrease with protracted use of 
the drug on account of the accumulated need for sleep and 
rest. As a result, a larger dose is required to combat the 
increased need for sleep, and it is the larger dose that pro- 
duces the undesirable circulatory and metabolic effects. 
Withdrawal of the drug may thus be rendered imperative. 
Administration of Desoxyn should be under the constant 
supervision of a physician, 
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TONICS AND SEDATIVES 


my favorite story 


In this space will be published anec- 
dotes submitted by physicians con- 
cerning their practice or people in 
general. Contributions for “My Fa- 
vorite Story” are welcome. 


Recently in a small town an atomic- 
bomb-raid drill was held. Into the basement 
of a hotel were crowded several hundred 
people of all ages and sexes. 

The head of the Civil Defense Council 
then said, “First lesson: Find out if any 
assembled below are in need of special 
services.” 

His assistant then called down to the 
basement, “Are there any pregnant 
women down there?” 

A girlish voice returned the answer, 
“Give us time. We've only been down here 
a few minutes.” 


e 


A lady customer in the bookstore 
asked for a book that would tell a seven- 
year-old boy all about the birds and 
the bees. 

“You mean on sex education—the facts 
of life?” the clerk asked. 

“Oh, no,” said the lady. “I’m pregnant 
so often he knows all about people. Now 
he should know about the birds and the 
bees.” 


clichés of the time 


An amusing parlor game these days 
is to try to visualize how people would 
look if some of the clichés used were 
applied literally. Here are some examples: 

1. Mrs. Johnson was all ears. 

2. The husband who couldn’t put his 
foot down. 

8. The man who lost his head. 

4. The girl who cried her heart out. 

5. The fellow who didn’t have a leg 
to stand on. 

6. The woman who always kept a stiff 
upper lip. 

7. The fellow who always ha one foot 
in the grave. 

8. The chap who always keeps his nose 
to the grindstone. 

9. And, finally, the woman who was 
stewed in her own juice. 


(Continued on page 74) 
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A. H. ROBINS CO., INC., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


FORMULA 


Donnatal Tablets 

Donnatal Capsules 

Donnatal Elixir (per 5 cc.) 
Hyoscyamine Sulfate . . 0.1037 mg. 
Atropine Sulfate . . . . . 0.0194 mg. 
Hyoscine Hydrobromide 0.0065 mg. 
Phenobarbital (% gr.) ... 16.2 mg. 
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RAS 


through provision of natura! 
belladonna alkaloids in eptima' 
ratio, with phenobarbita! 


Prescribed by more physicians 
than any other antispasmodic 


Robins 
DONNATAL® EXTENTABS® 
(Extended Action Tablets) 


Each Extentab (equivalent to 
3 Tablets) provides sustained 
1-tablet effects ...evenly, for 
10 to 12 hours—all day or ali 
night on a single dose. 


Also available without phenobarbital 
component, as Donna® Extentabs®. 
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you can count cooperation when you 


When you prescribe SUSPENSION CHLOROMYCETIN PALMITATE for sick youngsters, no 
tears or tantrums at medicine time threaten your dosage schedule. Children readily accept this 
tempting, custard-flavored preparation of CHLOROMYCETIN (chloramphenicol, Parke-Davis). 
Succeeding doses are taken as readily as the first, because SUSPENSION CHLOROMYCETIN 
PALMITATE is easy to swallow and leaves no unpleasant aftertaste. 


To simplify therapy still further, SUSPENSION CHLOROMYCETIN PALMITATE does not 
require refrigeration and may be kept conveniently in the sickroom. Its liquid form enables 
flexibility of dosage easily. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been 
associated with its administration, it should not be used indiscriminately or for minor infections. 


Furthermore, as with certain other drugs, adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. ‘ 
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Palmitate 


pleasant-tasting Chioromycetin for pediatric 


Supplied: susPENSION CHLOROMYCETIN PALMITATE, containing 
the equivalent of 125 mg. of CHLOROMYCETIN per 4 cc., is available in 60-cc. vials. 
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TONICS AND SEDATIVES (Continued) 


the poetry corner 


A young Miss from Cohanties 

‘Took off her chemise and her panties. 
But she kept the show clean 

lor beneath them was seen 

A wool union suit of her aunty’s. 


The doctor said our infant son 
Arrived a little late. 

As time went on | realized 
This was a constant trait. 
And for this inclination 

His mother | berate. 


quotes of the week 


“He has a good head on his shoulders; 
each night it’s a different one.” 


“She’s as pretty as a picture, and what 
a frame!” 


Speaking of contracts, someone once 
said, “The big print giveth, and the small 
print taketh away.” 


An actress was trying on a hat in a 
Beverly Hills store. Finally seeing one 
she liked, she asked the price. 

When she was told, she was shocked. 
“Why that’s ridiculous!” 

“Madam,” said the salesgirl, “so’s the 
hat.” 


GETWELE 
cw 


A woman told the complaint department 
of a department store, “I can’t understand 
why your floorwalker had to be so un- 
reasonable. I asked him a simple question, 
but before he answered he wanted to 
know where I came from. Why must 
he know where I came from?” 

“What question did you ask?” 

“Just a plain simple question. I simply 
said, “Pardon me, but is this the second 
turn to the left?’” 


During the war days when traveling 
was a problem, a gentleman shared a cab 
one night with a little old lady who 
admitted to 83 years. 

When they reached her address, the 
gentleman said “I'll see you safely to 
your door.” 

“You positively will not! My husband 
might be looking.” 


(Continued on page 76) 


The wash cloth is nor fit 
to enter, since it may intro- 
duce pathogenic organisms 
into that gateway to infec- 
tion—the ear canal. 


Cleansing and drying the ex- 
ternal ear with sterile ‘Q-Tips’ 

is a wise precaution mothers / 
readily adopt on advice of | 
the doctor. 


‘Q-Tips’ cotton-tipped appli- 
cators are sterilized by steam 
under pressure. 


For hygienic infant care, for 
first-aid purposes, and for 
local application of medica- 
tions, physicians in ever- 
increasing numbers recom- 
mend ‘Q-Tips’. They greatly 
simplify and improve home 
care and treatment. 


Physicians are welcome 
to a professional supply 


of ‘Q-Tips’. 


Q-Tips Inc., Long Island City. 1, N. Y. 


J.A.M.A., November 3, 195¢ 
(Continued from page 68) 


Patricia Edgerly has been successfully placing physicians 
and medical personnel in happy situations. 


THE NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Publie Library) 
Specialists in Selection Since 1926 


LONG BEACH, CALIFORNIA — GENERAL PRACT]. 
tioner wanted; well-trained man or woman interested jp 
Starting own practice with no investment and assured in. 
come; general practitioner, established 25 years, with 
large ractice and 2 unit well-located and equipped 
medical building wants to semi-retire and rt refer 
much work to new doctor, Box 2247 C, % AMA 


EPIDEMIOLOGIST — FOREIGN EMPLOYMENT; FoR 
major U. 8. oil company with extensive Middle Kasi 
operations; must be U. 8S. citizen; graduate of accredited 
medical school and have MPH degree or equivalent plus 
3 years experience; candidates under 40 years of age 
preferred; write outlining _ history and work ex- 
perience. Box 1987 C, % AM 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


East; 300 bed hospital in 
city of 100,000. (b) M 150 bed hospital operated by 
pn of specialists; wit be head of dept. 2 well quai. 
nurse anesthestists. (c) Teaching hospital; ample opp. 
for teaching and research plus clinical work. 
GENERAL PRACTICE: (a) Calif; city of 60,000; assoc. 
with well-estab. G.P. diversified prac; $12,000. (b) 
Calif; 8 man grp. near S.F. (c) Fla. well estab. med. 
te} excel opp. license req. (d) 6 man grp. near Wash., 
.; good sal. start; ptnship | yr. (e) Assoc; gen. é 
surg. prac; NW; start; ptnship | yr. (f) Assoc; sub. of 
Chgo. large prac, excel (g) MW; well. 
known grp; own med. bidg. new; $12,000 Ist year, $15,. 
000 2nd. thy. MW; assoc. well-estab. 
prac. in city 9 $ ’ 
prac. minor no $12,000. (j) Assoc. 
some surg. & 0.B. City of 200,000. 10,000 min. te 
start. (k) NW; assoc. large prac. mining town of 6000 
in resort area. ‘$12, 000 start inc. ev 3 mo. ptnship | 
(1) MW. Small orp. Own 35 bed ene. City 25,000 


P’s. Chgo. suburb. 


Pere. e $1000 m 
HOUSE PHYS E hosp; $4200 plus 2 
Sedpenm apt. (b) E. 65 bed approved hosp.; $5000 full 


incl “furnished house. 

INDUSTRIAL PHYSICIANS: (a) S; company employs 
1200; growing: 5 day wk; priv. prac. if desired; $1!,- 
000 start. (b) Calif; large company; supervise in- plant 
medical ge E; assoc. with indus. phys; 
great dea: of conan cs; some genl. prac; $12,000. 

INSURANCE: (a) Medical consultant on all general health 
facilities. $10,000 plus. (b) an. Supervise active 
employes health $10, 

INTERNISTS: (a) Chiet of Chinteal Services with - 
ron hosp. grp. $17-$20,000. (b) Well estab. 

0. Own air cond. medical we, exe. hosp. “ 
ilities. 000 ist yr. $18,000 2nd. then ptnshp. (c) 

5 man a opp. for teaching in med. she, Te 

ty. Exeel hosp. facilities $12-15,000. yay w. = 
est. grp. in city 30,000. New clinie bidg. $12, 
minimum. o SW. ti man grp. all board men; = 
indus. type work. 

OB-GYN: (a) Mw; well-known pre. city 50,000; $12,000. 
(b) NW; cert. not nec; well-estab. grp. city 30,000; 
— 000. 53> AG Grp. of 5 spec. will be only one this 


$15 

OPHTHALMOLOGY: (a) SW; 10 man oe i in city of 65,- 
000; modern clinic bidg; $12,000. Calif; grp. of 
yng. spec; will be only eye man; $12,000 start. (¢) 
Assoc. with Board man; near Wash., D. C.; excel opp. 
i? MW; 2 p. of 15 men in large city; $15,000 ptnshp. 
ssoc. with 2 Board men only ones in draw- 

ey area 250,000; $15,000. (f) Director Dept. 275 bed 


p. 
PATHOLOGY: (a) Sw; superv. med. spec. of lab. of old 
estab. clinic. $15, 000 min. (b) NW; assoc. 200 bed 
hosp; city 75,000; $12,000 min. (c) S; 175 bed hosp; 
develope dept. Pere. aaste: $20,000 guarantee. (d) 
assoc. Board man; SW; 250 bed hosp; $12,000 first yr. 
then ptnshp. (e) Calif. 300 bed hosp; $12-20,000. 
PEDIATRICS: (a) SW; 10 man "es tras rapidly; 
ity 65,000; $12,000 start. | alif; assoc. with 4 
Board nee large prac; near 8. F; $10-$12,000. (¢) 
; small in highly excel. hosp. 
facttithes $1 (d) E; assoc. with orp. of 4 
internists; near Phila, $12, 000. (e) NW; small ge 
new clinic bidg. twn. 15, area 40,000 
x 


$12-$14,000. (f) S. Assoc. Board man cel. financial 
4 med. grp. 12 spec. 
PHARMACEUTI re (a) MW; clinical invest; some 


travel; $10-$12, (b) MW; export div; proficiency 
Span, and one world travel; $12-$15,000. (c) E: 
clinical invest; $10,000 min. (d) Med. dir; some 
clinical invest; primarily admins; to $12,000. (e) mo 
ens Dir, Superv. clinical trials and adv. a 20, 000. 
A sst. Med. Dir. MW. Research. $12-$20 
ATRIST: To be Med. Dir, Large 


ied. 
RADIOLOGIS (a) MW; active priv. ‘ab; near Chgo; 
$12- ‘S00 ‘) NE; take over dept. in new 75 bed 
hosp; $15,000 (c) 175 bed new lab; 


TUBERCULOSI: 18: Med. D 
main 

urovoaist: fast. 17 man a own 130 bed hosp; $!2- 
$14,400 start; increases period. for 2 yrs then pinshp. 


Upon request one of our epatieattene will be mailed te 
you. PWrite us today—a post card will d 


(Continued on page 80) 


ears) 


ans 


now together... : 
~ for broader control 


re am antibacterial antifungal anti-inflammatory antipruritic 


_ An excellent combination for the control of eczematous 
| by eruptions, inflammation, erythema, edema, scaling and 
opp. pruritus, Vioform and hydrocortisone is reported supe- 
rior to either of its components used alone. “Sympto- 
ned. matic relief is frequently dramatic and complete as 
long as this treatment is continued.” 


‘. Effective—where many other therapies fail... 
1. Arnold, H. L., Jr.: Postgrad. Med. 16:492 (Dec.) 1954. : 
5000 Supplied: Vioform-Hydrocortisone Cream, containin ; 


ip | Vioform ® Coe U.S.P. Ciba) 3% an 
~ hydrocortisone (free alcohol) U.S.P. 1% in a water- 


washable base; tubes of 5 Gm. and 20 Gm. 


this BEFORE: Soap-and-water 
eczema with paronychial 
of involvement, of several 
(¢) years’ standing, resistant 
= to coal tar and other oint- 
“aw- ments. 


oe AFTER 7 DAYS’ TREATMENT 
(d) with two daily applications 
of Vioform-Hydrocorti- 
dly; sone Cream. Note closure 
‘e) of fissures, subsidence of 
8 scaling, recession of edema. 
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Organize... Modernize 
Your Office Records! 


THE DAILY LOG is designed specif- 
cally for the medical profession—a 
thoroughly ORGANIZED and UP- 
TO-DATE system preferred by thou- 
sands of physicians since 1927. 


GIVES FACTS for management—for 
tax returns. Professional and personal 
figures kept bookkeep- 
ing ye edge r Whether 
you do your own ne hina or 
the work is done by an assistant, the 
Daily Log is SIMPLE and EASY to 
use, 


FULLY DATED with month, date and 
day printed on each Daily Page. 
Logical and attractive forms cover 
every business aspect of your prac- 
tice. 

LOOSELEAF forms bound in dated, 
attractively embos screw-post 
binder. Handsome 7-ring flat-o 
ing binder also available to a 
forms from “post-bound” Dail 
Return forms to original post- cari 
for safe, accessible storage at end of 
year. 


PRICES: Daily ss $7.25. One 36 line 
page a 
Daily ar: $12.50. Two fac- 
ing 36 line pages a day, two 
6-mo. volumes. 


MAIL 
COUPON 
TODAY! 


COLWELL 


Publishing Co. | 
236 University Ave. | 
Champaign, Illinois | 
Please send me Regular Double Dail 

In Please send me more details along with 
| FREE Record Supplies Catalog. | 
| | 
| 
| | 
| ADDRESS | 
| | 
CITY STATE 


TONICS AND SEDATIVES (Continued) 


A middle-aged woman about 5 ft. tall 
and weighing about 200 lb. waddled 
daily into the Vienna collection at the 
National Gallery in Washington, D. C. 
Always she came out smiling. 

One day she explained her merry mood 
to the receptionist, “Beside those big 
Rubens nudes I don’t even feel fat.” 


An overweight man decided to go on a 
diet when he sat down in a bus opposite 
a woman and her four-year-old daughter. 
It was quite obvious that the mother was 
pregnant. 

The child looked steadily at the man and 
then whispered in a voice that everyone 
heard, “Is he going to have a baby, too, 
Mama?” 


An admirer, once said to Alexander 
Dumas, famous novelist, “You have 
certainly mastered the art of growing old 
gracefully.” 

“Madam,” he replied, “I give all my 
time to it.” 


There is a sign in a restaurant in 
Connecticut that proclaims: “Just rap on 
the table, and we will see that spirits 
appear.” 


The old excuse used by single girls 
that nice guys are hard to find is not true, 
according to an expert. 

The reason girls are still single, he 
says, is because “they haven’t exposed 
themselves in the right places.” 


On her death bed the beautiful Holly- 
wood star burst into tears and whispered 
weakly to her industrialist husband, “You've 
been so good to me, and I've been unfaith- 
ful to you a hundred times.” 

“Don’t excite yourself,” said the husband 
calmly. “Who do you think put the cyanide 
in your coffee?” 


—D. 


J.A.M.A., November 3, 1956 


Gentle laxative modifier of milk. Promotes aciduric bac- 
teria. Grain extractives and potassium ions contribute to 
gentle laxation. Just 1 or 2 tablespoonfuls in day’s for- 
mula softens stools, usually over night. 


GOOD FOR GRANDMA, 700! 


New Dietary Management 


Especially valuable for thin, under-par elderly patients 
with hard, dry stools. Supplies nutritional factors from 


rich barley malt. DOSE: 2 Ths. b.i.d. until stools are soft 
(may take several days), then 1 or 2 Ths. at bedtime. 
Take by spoon, in coffee or in milk. 
*Specially processed malt extract neutral- 
ized wtih potassium carbonate. In 8 oz. 
and 16 oz. bottles. 

SEND FOR SAMPLE 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Ill. 


BUY 
U. S. SAVINGS 


BONDS 


CALIFORNIA 


“Has he been under pressure or worrying too much lately?” 


= 
pry 
| RD. 
| consti” 
| Borcherat LT SOUP 
4 
UINIDINE SULFATE 
| | Site, = — a 


SAVE YOUR TIME 


ety 


TO HELP YOUR PATIENTS 


The busy doctor, when called upon to provide expectant mothers 
with guidance on rest, diet and related subjects, can save valuable 
time by using this Ivory Handy Pad. There are 50 identical in- 
struction sheets in each Handy Pad on “The Hygiene of Preg- 
nancy.” Only professionally accepted matter is included —with no 
advertising of any sort. You simply hand a sheet to the patient. 
“The Hygiene of Pregnancy,” like its five companion titles, was 
originated by Ivory Soap as a service to the medical profession. 
The entire series is designed to save time for doctors . . . and to 
help patients follow instructions more faithfully. 


99 4/100% PURE® 


IT FLOATS 


Use this order blank 
to obtain, free, any or 
all of the 6 different 


IVORY 
HANDY 


Handy Pad No. 
—_. Handy Pad No. 2: “Instructions for Bathing a Patient in Bed.” 
— Handy Pad No. 
—— Handy Pad No. 

Handy Pad No. 

—_ Handy Pad No. 


PROCTER & GAMBLE, Dept. A, Box 687, Cincinnati 1, Ohio 


Please send, at no cost or obligation, one of each Ivory Handy Pad checked: 


1: “Instructions for Routine Care of Acne.” 


Se 
4: “The Hygiene of Pregnancy.” 

5: 

6: “Sick Room Precautions to Prevent the Spread 


“Instructions for Bathing Your Baby.” 
“Home Care of the Bedfast Patient.” 


of Communicable Disease.” 


PADS—> 


= 
77 
| 
| 
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THE HYGIENE oF PREGNANCY 
= 
et 
M.D. | 


Two TITRALAC tablets or 1 teaspoon TITRALAC liquid provide a buffering action 
like that of 2 pint of milk. 


#u 


because its effect lasts for hours...and because it 
tastes good to patients month after month 


unique antacid—with milk-like action 
is PREFERRED by more and more Gastroenterologists 


Each non-chalky, minty-tasting, white tablet (0.60 Gm.) contains 018 Gm. 
glycine and 0.42 Gm. calcium carbonate. 


also TITRALAC LIQUID—one teaspoonful (5 cc.) approximates two 
TITRALAC tablets. 


4 Scheniey Laboratories, 
A _ New York, N.Y. + 
q 
{ 

REGISTERED TRADEMARK FOR ITS BRA (OF AN ANTACID, 
af 


j 
; 
‘ 


Optical 


Company 


INSTRUMENT DIVISION, BUFFALO 15, NEW YORK 


p LAST YEAR! HERE’S WHY... 


For your Colleagues... 
For Yourself! 


USED BY DOCTORS 
OVER 4 MILLION TIMES 


EASY-TO-USE . .. drop blood sample 
on chamber, hemolyze, place cham- 
ber in instrument, read! 

FAST... hemoglobin determinations 
in less than three minutes. 
ACCURATE... Results equal to labora- 
tory accuracy without dilutions or 
volumetric measurements. 
POCKET-SIZE ... fits pocket, has self- 
contained light source. Use in office 
or at bedside. 


(Continued from page 74) 


POSITION ON COLLEGE HEALTH STAFF — (4,000 
students) for general practitioner interested in active 
service with excellent patients, ideal climate, regular 
hours, congenial staff (average, age 38 years), reason- 
able salary, and retirement. Write: Medical Director, 
State Polytechnic College, San Luis 

alifornia. 


BESIGAL DIRECTOR — FOR LARGE NON-PROFIT 
on sponsored medical center; physician administrator, 
sligible for Pennsylvania license, p referably qualified in 
internal medicine; responsibilities "include supervision of 
staff o ~+ medical policy decisions and 
health educatio: Cy ay send full resume of train- 
ing and nn n reply. Box 2232 C, % AMA. 


OPPORTUNITY AVAILABLE FOR YOUNG PHYSI- 
cian—in_ Professional .Service department of medical 
division; should have ability. and interest in medical 
writing; clinical or laboratory research experience desir- 
able; large midwest ethical pharmaceutical company; for 
ge Fae please write and send resume, Box 2252 C, 


WANTED—ONE GENERAL SURGEON; BOARD CER- 
tified or eligible; for active VA 200 bed general medical 
and surgical hospital, sist Harrison, (Helena), Mon- 
tana; salary $8990 to $13 as annum depending on 
qualifications; supervision by rd certified specialist 
available. Address: Manager, VA Center, Fort ee 


250 BED ACCREDITED HOSPITAL (CHEST DIS- 
eases and rehabilitation chronic iliness) requires perma- 
nent staff physicians—excellent modern furnished homes 
provided for must California licensure; 
Starting salary $ 1 Director, Tulare- 
Kings Counties Hospital. , a 4 California. 


ANOTHER OPENING FOR RECENT TRAINED GRAD- 
uate interested in general practice in a growing suburban 
medical group; ideal position for one interested in gain- 
ing experience in genera] practice or for one interested in 
permanent = Write: The Joslyn 
Clinic, Maywood, 


small Gatteion, completely equipped; inherit office now 
reserved local ital; overs home, also 

for sale; practice support 2 or 3 men; terms; confidential. 

Helen Buchan, Continental Medical Bureau, Agency, 510 

W. 6th, Los Angeles. 


RADIOLOGIST — FOR MAJOR OIL COMPANY WITH 
extensive Middle East operations; must be U, 8. citizen 
and graduate of accredited U. 8. medical schools; must 
be Board certified; candidates under 40 years of age 
preferred. Write outlining oe history and work ex- 
perience. Box 1986 C, % AM 


65 NEEDED — ren NEW MEDICAL 
clinic be completed in 90 n San Francisco aren; 


ties. est Coast Medical 821 M st. 
Pacific Building, San Francisco 3. é 


J.A.M.A., November 3, 1956 


The 
Medical 


900 North Michigan Avenue 


ACADEMIC: Ey Faculty members, surg. dept, new 
med. head divisions anes., oph., oto., 
orthopedics, GU. surg; ranks dep endent "quals: 
full time; priv. pract. privileges butt limited. 

ANESTHESIOLOGY: (B32) To organize, dir., anes. 
rene. of . lat ler school of anes; 450 bed gen. hosp. 

fil. ; fee-for-service; E. 

ASSISTANTS: (C12) By Board surg; serve as Breseptes, 
2 yrs; 3d yr, partner; res. town near med. E. 
(C13) By 2 gen. surgeons & orthopod, Diblomates: Js 
man group; coll. town, 9000 students, faculty; Mw; 


Chicago 


800. 
DERMATOLOGY: (D5i) Head new well estab. 


group; no derm. within 70 miles; $12,000-$15,000 ist 
i after ist yr, should net "$30,000- $40,000; partner- 


E. 

GENERAL PeactiCg: (F64) Ass’n, young GP; Ige pract; 
fine facilities, hosp; coll. town, near mountains, Ariz; 
ideal pons fuli partner early date, (F65) GP with 

or 2 training, int. med; head dept, hosp. & clinic, 

ndus. co; Calif; $1200 mo. (F66) Young GP; ass'n, 
surg. internist, iplomates; coll. Chicago sub- 
urb. (F67) GP to serve as supt sm hosp., mentally 
staff includes bus. town, Sw; 
$12,000 includin attrac. (F68) Ass’n, 2-man 
possible financial almost unlimit- 


; town, 25,000, Pa. 
INDUSTRIAL MEDICINE: (G10) Med. dir; New Eng. 
plant, major indus co; employes, (Gif) Ass'n 
new dept. indus. med; iong estab. group o Diplomates 


or elig; Calif. 

INSURANCE MEDICINE: Cee) Ass’t med. dir; new 
region onal office; major insurance company; MW. 
NAL MEDICINE: Ass'n, 8 group; at- 
trae. res. town, near med. school city, & c ist yr, $12,- 
000; should net min. $25 000, 2d. (HI7) Ass’n, 3 
Board on faculty med. ige city, med. 
center, MW; advantag. if int. cardiac pulmonary phy- 

siology. (His) Two; take charge dept. med. 200 bed 
hosp. indus. co; approved univ. ci 

Should met ie excess © of $30,000 for both. (Hi9) Senior 

mn ass’t prof. or higher; important research; 


OALR: Oph. thoroughly trained & well 
surg. to head dept, important group; closed staff of 3: 
attrac. res. town, short aa several ige ew E: 
min. $20,000. (E54) Oph. oto; group of 8 


GYNECOLOGY: (383) To succeed head 
dept, one of founders, group estab. '24; univ. city, 
poy us), a n, 21 man group; city, million pop., 2 


schoo 
ORTHOPEDICS: Head dept, 14 man group, Diplo- 
mates or near cert; new clinic bldg; oppor, partner 
after 2 yrs; So. Calif. (K32) Ass’ n, 2 Board ortho- 


PATHOLOGY: ” (L66) Dir. dept, 440 bed gen. hosp., 510 
beds n 2 yrs; expansion of lab. services and in- 
come; med. tech. course affil. univ. and 
oppor. selecting own associate; MW; min. $35,000- = 
000. (L67) Associate path; vol. gen. hosp., 300 bed 
pref. one research minded; $12,000- $20,000; univ. city, 


Se. 

PEDIATRICS: (M50) To join staff of all 
Board men or elig; interesting city outs de "U8: high 
Standards; -month yr. (M51) 

Ass’n, 10 man p, B 
town near San Francisco; ist zo 2d, eee, 
M52) Ass’n, new children’s cl ie 4 staffed by 3 
ae men, members Academy; urban com., 125,000; 

e city, med. center; MW. 
P a” N: oe Med. neurologist; one of country’s leading 
psi own hosp., ha beds; attrac. res. town, E. 


vacation eae 


M 
Well qual. epidemiology: for- 
indus. co; $14,000 plus 


ce (Fed. ee). 
RADIOL (R56) ‘bin dent, -» 300 beds; 
$25 0 pref. one 


So. (R57 new hosps, serving 
indus. group; $i 17, 000; annual increases te 


,000; So. 
RESEARCH: (v3) | Med. created dept, major 
pharm ped., anes. or surg, exp. flui ‘therapy 
surg. trained in traumatology and 
i to do “orthopedic work exclusive of major; 
group Gallt. (U12) Gen. surg; group 


$17,000. 
(T73) Staff M.D; univ; 6000 stu- 


Please send for our Analysis Form. Kindly note our change 
of address to 900 N. Michigan Avenue, Chicago 


Please send for our Analysis Form 


Burneice Larson oircctos 


OPHTHALMOLOGIST — FOR MAJOR OIL COMPANY 
with extensive Middle East operations; must be U. 
citizen and graduate of approved U. 8S. medical 4 R. 
Beard certified; candidates under 40 years of age pre- 
ferred; write outlining personal history and work ex- 
perience. Box 1985 C, AMA. 


GENERAL PRACTITIONERS — MANY EXCELLENT 
portunities available in n, central and south- 
associations, locations; contact 


pa 


us for By and additional information. 
Pacifie M Bureau Agy., Market, San 
Francisco. 


WANTED — YOUNG PHYSICIAN; INTERESTED IN 
working with a group of young doctors for 3 or 4 months, 
or less; in southern West Virginia general and industrial 
practice; not over 35; 1 year of rotating internship = 
quired ; some of permanent employment. Box 1%9! 
C, % AMA, 


(Continued on page 82) 
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Is; 


Many Doctors (and patients) 


prefer the tablet form of ow 
ACHROMYCIN" NEW DROPPER-BOTTLE we it 


easy for mothers to dispense AcHRro- 


HYDROCHLORIDE MYCIN Liquid Pediatric Drops (Cherry 
TETRACYCLINE HC! Flavor) accurately, Drops can be 
Easily swallowed, quickly absorbed. Potencies of 50, 100, and 250 mg. Squeezed directly onto child's tongue 


or into a spoon or mixed with milk, 
juice, other liquid. Potency: 1 drop 
equals 5 mg. Dosage: One drop per 


When modern, broad-spectrum therapy is indicated, many doctors day per pound of body weight. 


regularly prescribe ACHROMYCIN Tablets. Their odorless, thin sugar 
coating quickly dissolves for prompt absorption and because of their 
small size, ACHROMYCIN Tablets are often more acceptable to patients. 
To meet the needs of almost any patient or regimen, 

ACHROMYCIN Tablets are offered in three potencies: 50, 100, and 250 mg. 


But tablets or capsules, ointment or syrup—whichever of the 21 dosage 
forms you prescribe, you can count on the efficacy of ACHROMYCIN. 
This outstanding antibiotic provides true broad-spectrum activity, 

and prompt control of infection with minimal side effects. 


DELIGHTFUL TASTE (cherry ') makes 
Acuromycin Syrup popular with any 
patient, especially youngsters. As a 
result, you can feel more confident 


’ HIGHEST QUALITY. No matter that your prescribed regimen is being 
which of the many forms of followed closely. Potency: 125 mg. 
ACHROMYCIN you choose, be per 5 cc. 


assured of its purity and potency. 
Every gram of ACHROMYCIN is 
produced in Lederle’s own labo- 
ratories, and offered only under 
the Lederle label. 


IN THE OFFICE or in the home, many 
physicians initiate antibiotic therapy 
with ACHROMYCIN Intramuscular, then 
prescribe one of the many oral forms 
to continue treatment. ACHROMYCIN 
IM is offered in convenient vials of 
100 mg. 


The Lederle representative or 
your local pharmacist will gladly 
tell you about the many other 
ACHROMYCIN dosage forms. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANT 


PEARL RIVER, NEW YORK 


“neo. U.S. PAT. OFF. 
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In choosing HISTIONEX for hay fever and similar allergies, you 


can be sure of: 


@ predictable relief with a dependable new anti-histaminic 


that is low in side effects. 


@ pre-determined 10-14 hour anti-allergenic action due to 
‘Strasionic’ —sustained ionic—release. 


@ patient appreciation of single capsule q12h dosage. 
Rx Histionex ‘50’ mg. (or Histionex ‘25’ mg. for children age 6-12). 


HEISTIONExX* 


*Pat. Pend. 


PRE-DETERMINED ACTION 
PREDICTABLE RELIEF 


Phenyltoloxamine Resin 


1986 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester. N.Y.. U.S.A. 


(Continued from page 80) 


WANTED—INTERNIST; 254 BED GENERAL 
ical and surgical hospital; supervised by Board certi ed 
physician and approved for preceptorship training; hos- 
pital located at home of University of Arkansas and in 
the heart of the Ozarks. Contact: Manager, VA Hospital, 
Fayetteville, Arkansas. Cc 


PHYSICIAN INTERESTED IN INTERNAL MEDICINE 
—to serve under Board certified chief of medicine; new 
200 bed GM&S hospital, salary to $13,760 depending on 
qualifications; U. 8. licensure, citizenship required. 
Write: Manager, Veterans Administration Hospital, 
Clarksburg, West Virginia. Cc 


INTERNIST—CALIFORNIA; WANTED BY JUNE, 1957; 
2 established general 1 practitioners wish internist ay 
fied or eligible to handle ali medical problems; salary to 
full partnership. Helen Buchan, Continental Medical 
Bureau, Agency, 510 W. 6th, Los Angeles, California. C 


WANTED—TWO PHYSICIANS INTERESTED IN GEN- 

eral practice; to join group in growing southern suburb; 

em = desired; salary to be discussed. Address: 

PG, Thomsen, MD, 13826 Lincoln Ave., Dolton, 
nois. 


ASSOCIATE — CALIFORNIA; PREFERA.- 

with Boards Physical Medicine Rehabilitation or 
Neurology: for Bay area "ets younger man preferred; 
starting salary around $12,000, Pacifie Coast Medical 
Bureau Agy., 703 Market, San Francisco. 


PHYSICIAN NEEDED—PEDIATRICIAN, OR PHYSI- 
cian with pediatric experience, to join busy practice; 
physician must be willing to do obstetric and general 
a Ty ary to be determined on interview. Box 2221 C, 

A 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians ae in te up or private practice, teachin 
public health, or industrial medicine; Nationa 

and international services. Our 60th Year. Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. c 


PHYSICIAN WITH ADMINISTRATIVE ABILITY—TO 
direct staff in reviewing and editing research literature; 
broad medical experience desirable; salary $11,000-$12,- 
000; insurance and retirement benefits ; state detailed ex- 
perience. Box 2244 C, % AMA 


PH.D. OR MD—FULL TIME POSITION AVAILABLE 
in department of experimental surgery; salary and rank 
depending upon experience; new laboratories and expand- 
ee in eastern medical center. Box 2214 C, 


WANTED — RECENT APPROVED SCHOOL GRADU- 
ate for 5 man group; small progressive city, 75 miles 
from Chicago; Illinois license required; salary leading 
to partnership; 50 bed hospital with addition now con- 
structing. Roberts Clinic, Watseka, Lllinots. c 

PRACTITIONER; TO TAKE MY 
office due to illness; equipment rent free, in- 
cluding X-ray; town of 800, rural population 2,000; near- 
est MD 20 miles, Write: Leslie C. Randall, MD 

Missouri. 


J.A.M.A., November 3, 1956 


OUR 60TH YEAR 


ALLERGY: (k) Assn w/Board derm; Sounding storey di- 
agnostic lab; early full prtnr; tw 
ANESTHESIOLOGY: (ce) one int’d new med 
; take over & develop anes serv vol hosp 
ees pd grp, open; Pa Lie. (a) Dir dept 


$16,500; fringe benefits; m 
bd hosp, doubling size; 
DERMATOLOGY: (e Dipl; hd” dept; Board men; 
long estab; $14, East. ‘ay ‘0 share office; 
rac indpatly; beaut n, (e) Dir dept, 
airly ige orp; $12,000 San Fra area. 
GENERAL PRACTICE Assn w/GP, est ’25; oppor 
netting $15-18,000 ist yr; NJ. (9) GP, able do surg, 
Ob; sal 6 mo then $20-25,000 or full prtnrshp; unusu- 
al oppor; MW (r) Assn w/GP; busy prac; $18-20,000 
ist yr; also oppor as Asst med gu. insur co; So. (s 
Assn (8 est 01; facil, research found & cl, 
in 200 bd, JCA AH, vol hosp; ae bring own patients & 
seen, own fees; min guar; 
INDUSTRIAL MEDICINE: (n) “Pref. 1-2 yrs Prev med, 
med trng; irre excel oppor; New York 
Exp’d sight 600- 10,800, pasts Calif. 
INTES NAL MEDICINE: ,Chiet, med: & el serv; also 
assoc chief, new hosp serv indus or an; $17-20,000; 
increases, $25, 000; ons $5, ; special consid 
to ynger man hav’g serv'd at least as asst prof; East. 
(q) Assn w/3 man grp; smi clinic and hosp; $i2, 000; 


NEUROSURGERY: (b) Affil w/outstand’g Board 
18,000; appt; ige city; Mw. 
OALR: a ) Oph; a man grp; one of most sought 
after grps an Calif. a Oph; hd dept, 9 Dipls; ex- 
cellent; So. (s) Oto; assn, grp 6, prac indpntly; shid 
$40,000; ; W. (t) Oto; hd dept; 
ay el found; $20-25,000; SW. (u) Oair; orp 12 
9 Cert); new cl bidg; ige co city; So. 
oB- (a) Assn, 30 % $15-20,000; 
nr univ tehg entr; E. d de ept; grp, } 
int med, | GP, (2 Bipls); coll twn; Wise. a 
5 man p; new cl, well-equi ip’d lab; ss 18,000, 
oppor SW. (d) man grp, Dipis or 
Eli el bidg; ible prtnr; West. 
(f) Dipl or a el: Dipls, 
DDS, est '30; a 115 bd, 0SP; 
317000 cant; coll twn, East. (g) Assoc 
dir of fract serv, Ige charit hosp & children’s hosp: 
ige priv pract; oppor tch a 2,000, then prtnr, 2 pre 
eet (h) Hd new dept; ¢ deveip’ @ manifold branches; 
%; then prtnr; Sout h. 
PATHOLOGY: my Dipl w/2 yrs as Dir, Lab; hd el labs; 
all J osp; expnd’g new si ‘million fab, $18,- 
00; Dipl or 350 bd, vol hosp; 
excel facil MW. 
0 invest; ‘twn 15,000, | hr to NYC; excel hosps; $12,- 
0005" future prtnr. (k) Assn. 20. Board men, own hosp; 
‘ig research; $15,000 increas’g $25,000; bonus; 
el Hd dept; new post; 5 man grp, well 
estab; expansion prog; coll twn; Pac. (m) Hd dept; 
hese servg areas 20,000; $15,000; W. 
P&wN my Psy; hd dept, 25 men. Dipls or nor elig; W 
(j) Neurol; assn ige men; oppor 
pt; own hosp; hd dept; 12 man 
ipis or nr elig; area; West Mtns. 
RADIOLOGY: Dir dept; 200 bd, 
hosp increases; SE. (r) Assoc w/Dipl, Rad; 
office & op 
prtnr; ige ; MW. Assoc w/Dipl, Rad; 
serves v hosp; ‘exeel arrngmts; nr Los 


STUDENT: HEALTH: (0) Staff; college; $10,000 for 
ii months; req’s Wash State | 

SURGERY: (m) Chief; gen hosp, 100 nds; East (n) Dis- 

tinguished scholarly; prefer one handicapped; $17,500; 


RoLOGY: (h) Dir - dept; 14 men 5 elin- 


vhineme SEND FOR AN ANALYSIS FORM SO WE 

MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 

We offer you our best endeavors—our integrity—our 60 
year record of effective placement eahlecement 


STRICTLY CONFIDENTIAL 


WANTED—PEDIATRICIAN; A 13 MAN GROUP; MID- 
dle west; near Chicago; clinic in existence for 14 years; 
serves community of 200,000 population; present pedia- 
iy — qualified associate; salary open. Box 2236 

A 


WANTED—ASSOCIATE TO COMPLETE THREE MAN 
general practice group in -_ Texas; community of 7,000; 
minimum $10,000; percentage in 6 months; partnership 
yer 1 year; full particulars’ in Ist letter. Box 2 


WANTED — GENERAL PRACTITIONER; IN EXCEL- 
lent farming community; new combirfation office and 
dwelling; new hospital 12 miles away; new industry em- 
loying 100 men recentiy established, Contact: 0. A. 
utter, Compton. Illinois. Cc 


WANTED—ASSOCIATE RADIOLOGIST; IN PRIVATE 
office and hospital practice; Southeast; ‘excellent oppor- 
tunity for early partnership; “— “ ‘qualifications and 
particulars in 1st letter. Box 1941 C, % AMA. 


GENERAL PRACTITIONER OR P 
association with a 40 bed clinic-hospital group; salary 
with increase with percentage. Piggott Hospital Associ a- 
tion, Inc., Piggott, Arkansas. c 


WANTED — EENT DEPARTMENT HEAD IN §/X 
doctor clinic in Texas; ophthalmologist peeterab'e; 
Board certification desirable, not necessary, Box 1/24 


(Continued on page 86) 
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“Thank goodness, doctor, you've come!” 


reduce discomfort and 
complications cough 


“Please give my mother your seat, Mister 
... she’s pregnant!’ 


POLIOMYELITIS 
IMMUNE GLOBULIN 


(human) 


For the modification of 
measles and the prevention 
or attenuation of infectious 


hepatitis and poliomyelitis. 


LEDERLE LABORATORIES DIVISION 
AMERICAN Gaanamid COMPANY 


PEARL RIVER. NEW YORK a> 
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The Side 


George Burns on his show recently told about a nice young 
couple who were very happy until the wife’s meddlesome 
brother came for a visit. His stay drew on and on—much to the 
dismay of both—but after the second year the husband hit on 
a plan. ; 

“Tonight let’s start arguing about the soup,” he told his wife. 
“T'll say it’s too hot, you say it’s too cold and whoever he sides 
with, the other will tell him to leave.” 

Well, they started the argument at dinner, but nothing hap- 
pened. Finally they appealed to her brother. 

“What’s your opinion—is the soup hot or cold?” 

“Don’t ask me,” was the answer, “I’m staying here two more 
years.” 

+ 

A Connecticut wag, who saw the original sign in Scotland, 
had it copied for his local golf club: 

“Members will please refrain from 
picking up lost golf balls until after 
they have stopped rolling.” 

+ 


The woman was showing her neighbor and small son through 
her new home. : 

“All the wallpaper was specially designed,” she explained to 
her admiring guest. “You must forgive me but I’m so proud of it.” 

Suddenly she gave a yelp. “Good heavens, child, what are 
you doing?” 

“I’m drawing,” said the child, holding up a piece of chalk. In 
proof of this, on the wallpaper in front of him was a large, 
smudgy sketch of an elephant. 

“Mrs. Bennett,” muttered the woman between clenched teeth, 
“do you see what your child has done?” 

“Well, I certainly do,” answered the mother, “and I can 
hardly believe it! Do you know he’s only seen an elephant once 
in his life?” 

+ 

A young mother had taken her 5-year-old son to an amuse- 
ment park for the day. Along toward midafternoon, her feet 
began to give out and she decided to sit down for an hour or 
so. She gave the child a dollar. “Here you are, honey,” she said. 
“Now tell me what you're going to buy with the money.” 

“Well,” said the happy youngster, “an ice cream cone, a 
candied apple, some peanuts, popcorn. . . .” Suddenly he caught 
an Ominous expression in his mother’s eye. “And a green 
vegetable.” 

The late George Gershwin was one of our greatest composers, 
a fact appreciated by everyone, including himself. 

An acquaintance was reminiscing about the time Oscar Levant, 
a close friend of Gershwin’s, watched George perform for several 
hours at a party. 

Suddenly Oscar leaned over and whispered, “Tell me, George, 
if you had it to do all over, would you still fall in love with 
yourself?” 


J.A.M.A., November 3, 1956 


Lucy and Desi Arnez say they have one definite.rule at their 
house. No matter how serious an argument they have, they never 
go to sleep without making up. 

“Do you really stick to that rule?” they were asked. 

“Oh, yes, of course,” answered Lucy. “Once we went three 
whole days without sleeping.” 


+ 


Nick Kenny tells of a waiter at Toots Shor’s restaurant who 
came home with a new hat that made him look like an idiot. 
When his wife complained about it, he said: 

“The salesman put it on me and when I saw myself in the 
mirror, I looked too stupid to argue with him.” 


A new mayor had been sworn in and after the ceremonies 
the old mayor turned to him and said: “You’re going to have 
quite an experience. People will call you day and night about 
the silliest things—garbage isn’t collected on time, for instance. 
They'll keep after you till you give them an answer, too.” 

“Gosh,” answered the newly elected mayor, “what did you 
tell them in a case like that?” 

The old mayor laughed. “I had a stock answer. ‘Madam,’ I 
said, ‘be patient. Your garbage may still be collected today. If 
not today, then surely by tomorrow or the day after. 

““But if they don’t pick it up today, tomorrow, or the day 
after—Madam, that garbage is yours!’ ” 


Two middle-aged matrons driving in Italy were taking pic- 
tures of each other in front of the broken ruins of an ancient 
temple in Rome. 

“Goodness!” cried one, just as her friend was about to snap 
the shutter. “Don’t get the car in the picture—George’ll be sure 
I rammed into the place!” 


“Let's go in here where we can have a good talk” 


For the first time 
in the history of antibiotics, 


this structural formula was known and published* before the 
product was released to the medical profession. The antibiotic is 
ALBAMYCIN7. It is most effective where the broad-spectrums most 
often fail—against the treacherous Staph. and Proteus. It is avail- 
able for your Rx now in 250 mg. capsules, bottles of 16. The usual 
adult dosage is only 2 capsules every 12 hours. 


*By Upjohn research personnel, in the Journal of the American Chemical Society, May 5, 
1956. 

+Trademark, Reg. U.S. Pat. Off.— 

the Upjohn brand of crystalline novobiocin sodium. 


Upjohn Medicine...designed for health...produced with care. 
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precision tracings 


constant visibility of record. 


flip-switch changing from lead to lead 
portability for office or bedside use 
continyous calibration of ‘Paper speed 


bine.” as: these’ with the rigid 
standards and handsome, modern design of Burdick equi 
ment and you can pegerciate the respect owners of the Burdick 


Direct- -Recording E 


ectrocardiograph have for their i instrument. 


Convenient operation, precision construction durable, per- 
ormance will convince you of the advanqages of owning ‘tl t 


nding unit 
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ORTHOPEDIST—CALIFORNIA; NEWER GROUP OF 
young doctors 50 miles from city; excellent financial 
plan for partnership. Helen Buchan, Continental Medi- 
cal Bureau, Agency, 510 W. 6th, Los Angeles. Cc 


WANTED—UNMARRIED, FEMALE PHYSICIAN; TO 
assist in busy, Northern Ohio obstetrical and gynecolog- 
ie practice; special training welcome but not necessary; 
salary first, association later. Box 2220 C, % AMA. 


INTERNIST OR GENERAL MEDICAL PHYSICIAN 
wanted—-salary range $7570-$11,610, depending upon 
qualification. Write: Manager, Veterans Administration 
Hospital, Muskogee, Oklahoma. Cc 


WANTED--GOARD OR BOARD ELIGIBLE PEDIATRI- 
cian; to join a 2 man pediatric group as a third asso- 
slate; very ina wing industrial ares hed 

Texas; wond | opportunity. Box 2245 C, % AM 


WANTED—PHYSICIAN WITH NEW YORK LIC ENSE; 
to assist New York City internist; must be well-trained 
and have good background ; gets ¢ previous experience and 
qualifications. Box 2229 C, % A 


GENERAL PRACTITIONER—$1, pr PER eg PLUS 
percent of small young group in Long Beach, ever 
a7 full partnership in one year. Box 223 a 

GENERAL RESIDENT PHYSICIAN — FOR SMALL 
hospital* on Eastern Coast. Box 2223 C, % AMA. 


ORTHOPEDIC SURGEON—CERTIFIED OR ELIGIBLE; 
immediate opportunity of association leading to partner- 
ship in 8 man group; new quarters; southern Wisconsin 
industrial city of 35,000. Box 2231 C, % AMA 


OTOLARYNGOLOGIST — SALT LAKE CITY, ‘UTAH; 
Board certified or eligible; 17 man group, established 
1915, potential partnership aad 1 year; no capital re- 
qui ired. Box 2227 C » Y AMA 


WANTED—HOUSE PHYSICIAN FOR 40 BED HOS- 
pital; west Texas; salary $450 per month plus wort 
nance; must have Texas license. «= 2249 C, Y% AM 


WANTED—GENERAL SURGEON; 200 
tal; salary $1500 monthly. Box 2242 C,%A 


CLINICAL AND RESEARCH IN CAR- 
diology—the Department of Cardiology of St, Michael's 
Hospital*+, Newark, New Jersey, will have available, 
beginning July 1, 1957, 1 clinical trainee fellowship 
and 1 research trainee fellowship in cardiology; both fel- 
lowships are recognized by the National Heart Institute 
and are credited toward 1 year of residency in internal 
medicine; in order to qualify, applicants must have com- 
pleted at least 2 years of an approved residency in in- 
ternal medicine; United States citizenship is required. 
All_ those interested should communicate immediately 
with N. A. Antonius, MD Director, Department of Car- 
diology, St. Michael’s Hospital, Newark, New Jersey. C 


WANTED—PEDIATRICIAN; CERTIFIED OR BOARD 
e1igible; excellent opportunity for pore. ractice in 
growing industrial community. Box 2207 C AMA. 


J.A.M.A., November 3, 1956 


WANTED—FIVE PHYSICIANS; THREE IN INTER. 
nal or general medicine; (one with experience in tuber. 
culosis); 1 radiologist; 1 clinical pathologist; Boarg 
certification preferred but not essential ; interesting pro- 
fessional opportunity in 255 bed GMS hospital for 
younger men completing certification or middle age phy- 
sicians desiring to ameliorate the physical demands of 
private practice; salary range: $8990 to $14,000 depend. 
ing on the qualifications; citizenship and licensure map- 
datory. Apply: Manager, Veterans Administration (ep- 
ter, Hot Springs, South Dakota. Cc 


TUBERCULOSIS CONTROL OFFICER — EASTERN 
State Hospital, Lexington, Kentucky, needs a physician 
with tuberculosis experience for tuberculosis contro] of- 
ficer and to supervise medical treatment of tubercular 
mental patients; requirements: graduate of approved 
medical school; eligible for Kentucky licensure; experj- 
ence in tuberculosis work; willing to travel; Salary to 
$9500 plus maintenance, sick wee paid vacations and 
retirement plan. Write: Dr. Frank M. Gaines, Com- 
missioner of Mental Health, 620 South Third St., Louis- 
ville 2, Kentucky. Cc 


PATHOLOGIST — REPLACEMENT, TO ASSOCIATE 
with incumbent in specialist group serving 3 affiliat 
general hospitals, total 503 beds, 73 bassinets, 23,0 
total admissions, 150 autopsies, 4,100 surgical specimens, 
200,000 clinical tests, 23 technicians, ASCP approved 
school; base salary plus bonus totaling $15,000-$18,000 
depending on qualifications, with yearly increases; part- 
nership after 2 years if mutually satisfactory. Contact: 
Dr. David F. Bell, Jr., Pathologist, Bluefield Sani- 
tarium+, Bluefield, West Virginia. Cc 


MEDICAL OFFICER—GLENN DALE HOSPITAL, THE 
tuberculosis hospital for the District of Columbia; salary 
$9000 to $10,300 per annum depending on qualifications: 
sick leave, annual leave and retirement benefits; satis- 
factory completion of 1 year of approved residency in 
pulmonary diseases or internal medicine, or comparable 
experience required; must be eligible for licensure in 
District of Columbia; outpatient clinic service connected 
with hospitat. Address inquiries to: Medical Drector, 
Glenn Dale Hospital, Glenn Dale, Maryland. Cc 


COLLEGE PHYSICIAN WANTED — FOR STUDENT 
health service at State College of Washington; beginning 
salary is $10,000 annually; 3 student health physicians 
are responsible for the care of college students; Wash- 
ington has reciprocity with Alaska, Arizona, Arkansas, 
Colorado, Minnesota, Nevada, Oregon, South Dakota, 
Texas, and Wisconsin; clinic hours are 1:00—12:00 and 
1:00-5:00 p.m., weekdays and Saturday a.m. Write: 
Harry B. Zion, MD, Director, State College of Wash- 
ington, Pullman, Washington. Cc 


PHYSICIAN—TEXAS LICENSE; SALARY $10,600; AD- 
ministrative ability, experience in general practice, un- 
der 55 years of age; interest in mentally retarded chil- 
dren; opportunity to live in one of the most desirable 
cities in U. S.; 44 hour week, 18 annual holidays, 2 
weeks paid vacation, sick leave, retirement benefits; 
modern, progressive organization. Write: Raymond Vow- 
ell, Superintendent, Austin State School, P. O. Box 
1152, Austin, Texas. Cc 


VACANCIES-—-SENIOR PHYSICIANS WITH MINIMUM 
of 3 year psychiatric experience; excellent opportunities 
for advancement; salary range $7, 320-$10,200; depend- 
ent upon applicant’s training and experience; annua! in- 
crements; nominal deduction for complete family mainte- 
nances; fully approved large eastern mental hospital+ 
with 3 year accredited residency training progress; must 
a for licensure in Connecticut. Box 1953 C, % 

A. 


PHYSICIANS WANTED — OPENINGS FOR PHYSI- 
cians in a general medical clinic and for general medi- 
cine on a neuropsychiatric service in a university affiliated 
1000 bed general hospital; well qualified general prac- 
titioners acceptable; salary open, not to exceed $10,320 
if not certified, not to exceed $12,900 if certified; 
fringe benefits. Apply: Dr. A. Tomasulo, Director, 
Professional Services VA Hospital, Dayton, Ohio. Cc 


WANTED — ASSISTANT MEDICAL DIRECTOR FOR 
Mineral Springs Sanatorium, Cannon Falls, Minnesota; 
100 bed county tuberculosis hospital with active medical, 
surgical, out-patient and investigative programs: salary 
determined by experience; furnished house and utilities 
supplied; applicant must be male graduate of approved 
medical school and eligible for Minnesota license. Ad- 
dress: E. V. Bridge. Superintendent. Cc 


PHYSICIAN WANTED—FOR A 242 BED TUBERCU- 
losis hospital+ which is part of a 3000 bed center 
affiliated with Ohio State University; experienced gen- 
eral practitioner acceptable; starting salary not to ex- 
ceed $12,900 for a certified physician and $10,320 if 
not certified: maximum salary $13,760. Apply: Dr. A. 
Tomasulo, Directo’ of Professional Services, Veterans 
Administration Center, Dayton, Ohio. c 


PHYSICIAN WANTED-—GENERAL MEDICINE AND 
pediatrics; to start as full associate with well-established 
medical group; associates in surgery, obstetrics-gynecol- 
ogy, radiology and pathology; practice in connection with 
3 general medical men; holidays, Sundays and night calls 
rotated; individual practic® currently established; con- 
veniently located in suburban northeast section of Balti- 
more, Maryland. Box 2114 C, % AMA. 


WANTED — HOUSE PHYSICIAN; FOR HOSPITAL*+ 
with 296 beds and 36 bassinetts; for year beginning 
July 1, 1957; approved for interns, surgical, and path- 
ology residencies; applicant must be licensed in Pennsy!- 
vania, or eligible for Pennsylvania licensing; good 
salary with complete maintenance; female physician ac- 
ceptable. Apply to: D. W. Hartman, Administrator, The 
Williamsport Hospital, Williamsport, Pennsylvania. C 


NEW MEXICO — ASSOCIATE GENERAL PRACTICE 
with obstetrics-gypnecology Board eligible man; oppor- 
tunity for future establishment small clinic; salary start; 
percentage after 6 months; beautiful year-round, sunny, 
dry, warm southwest city, feet elevation. Ray C. 
Bitterlich, MD, 142 Truman Avenue, Albuquerque, 
New Mexico. c 


GENERAL PRACTITIONER NEEDED—FOR RURAL 
group practice; preventive medical program stressed; 
surgical experience and sociological interest helpful; 
age no factor; great need exists; opportunity arising (o 
set up own surgical and medical service in new hospital. 
Richard Ricklefs, MD, Community Health Association, 
Hoopa, California, 


HOUSE PHYSICIANS REQUIRED IMMEDIATELY— 
male; for 100 bed genera! hospital; general service with 
emphasis on either surgery or medicine; no exchangé 
visitors program at this time; salary $300 monthly and 
full maintenance for single man; suitable arrangeme!(s 
made for married applicant. Executive Director, Kent 
General Hospital, Dover, Delaware. c 


(Continued on page 88) 
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PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 


“TWO ARE AN 


ARMY TO ONE” 


proverb 


TERRA-CORTRIL marshals 
TWO potent controlling 
forces — TERRAMYCIN® 
and CORTRIL®— to effect 
more rapid remission in 
dermatologic disorders 
of infectious and inflam- 
matory nature. 


TERRA-CORTRIL topical 
ointment: In ¥% oz. tubes, 
containing 3% oxytetra- 
cycline hydrochloride 
(TERRAMYCIN) and 1% 
hydrocortisone (CORTRIL). 


also available: 
CorRTRIL Topical Ointment 
and CORTRIL Tablets. 


brand of oxytetracycline and hg 


topical oin 


Fortisone 


Brooklyn 6, New York 
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WE 
CORDIALLY 
INVITE 
YOUR 


INQUIRY 


. . . for application 
for membership which 
affords protection 
against loss of income 
from accident and sick- 
ness as well as benefits 
for hospital expenses 
for you and all your 
eligible dependents. 


the Emblems of RELIABLE PROTECTION 


“PHYSICIANS 
SURGEONS 


DENTISTS. 


Lice 


PHYSICIANS. CASUALTY 


“HEALTH ASSO 
OMAHA 2. NEBRASK 


$4,500,000 ASSETS 
$22.500,000 PAID FOR BENEFITS 


SINCE 
1902 


(Continued from page 86) 


PROCTOLOGIC FELLOWSHIP—AVAILABLE JULY 1, 
1957; College of Medical Evangelists, 1720 Brooklyn 
Avenue, Los Angeles 33, California; well-rounded pro- 
gtam with active clinic and operative services; gradu- 
ate work leading to Board eligibility and M. S,. degree. 
Apply: Department of Proctology, % H. Mark Young, 
MD, Chairman of Department. Cc 


CONCERTED EFFORTS FROM RURAL AND SEMI- 
rural communities afford rewarding opportunities for 
qualified generaj practitioners, internists, pediatricians, 
obstetrician-gynecologists, and EENT; group practice, 
hospital affiliation, post graduate education, modern fa- 
cilities, guaranteed net income; applicants must be eli- 
gible for West Virginia license. Box 2160 C, % AMA. 


PSYCHIATRICS WANTED—SALARY $7570-$12,685 DE- 
pending upon qualifications; 25% aditional if Board 
certified (not to exceed $13,760); approved 3 years psy- 
chiatric residency in conjunction with Northwestern Uni- 
versity; hourly commuting distance Chicago. Write: 
Veterans Administration Hospital+, Downey, 

8. 


BOARD ELIGIBLE INTERNIST — FOR FLORIDA 
State Tuberculosis Hospitals; rapidly developing pro- 
gram with opportunities for advancement; beautiful hos- 
pitals; furnished houses available; liberal retirement 
and other benefits; salary dependent upon qualifications. 
Write: Robert Davies, MD, Director, State Tubercu- 
losis Board, P. O. Box 286, Tallahassee, Florida, Cc 


CLINICAL INVESTIGATION-—-CHALLENGING POSI- 
tion involving new or improved therapeutic agents; sub- 
stantial salary, regular hours, opportunity for advance- 
ment, some travel; excellent employee benefits; front rank 
midwestern ethical pharmaceutical house; requires ap- 
proved medical training and licensure; prefer age below 
40; send all particulars, Box 2102 C, % AMA. 


WANTED—GENERAL PRACTITIONER; LICENSED IN 
California; age 30-40; to associate with 130 bed hospitai 
established over 50 years ago; duties: office and house 
calls; especially interested in obstetrics; good future and 
oe ‘or one willing to work. Box 2096 C, 


WANTED—PHYSICIAN; GENERAL PRACTICE IN- 
dustrial hospital and clinic for 2 large mining com- 
panies; office furnished; $729 per month with privilege 
of private practice plus extra on insurance basis; 
personal and professional data in Ist letter. Box 1296, 
Miami, Arizona. c 


PHYSICIAN INTERESTED IN INTERNAL MEDI- 
cine—to serve under Board certified chief of medicine, 
new 200 bed GM&S hospital; salary to $13,760 depend- 
ing on qualifications; U. 8S. licensure, citizenship re- 
quired. Write: Manager, Veterans Administration Hos- 
pital, Clarksburg, West Virginia. c 


INTERNIST — BOARD QUALIFIED OR CERTIFIED; 
excellent opportunity to establish a practice in a rapidly 
growing community near medical school; rd cettifi 
surgeon will guarantee income or arrange association for 
right man; Texas, Box 2133 C, % AMA. 


J.A.M.A., November 3, 1956 


FLORIDA — OPH. HALIOLOGIST AND OTOL \Ryy 
gologist wanted ; to head departments in expandi: 
hospital; large, newly equipped facilities; unusua 
tunity for younger men; Board certification or eli, ibjjjt, 
and Florida license required; full details upon «pplica’ 
tion. Box 2147 C, % AMA. 


WANTED—PHYSICAL MEDICINE MAN; FOR Pog. 
tion of medical director of large, well-equipped rehabjj. 
itation center serving wide area with compre hensiy 
program ; facility has full approval of Joint Com niggio, 
on Accreditation; salary open. Apply: J. E. Pearson. 
Morris Memorial Hospital, Milton, West Virginia, ¢ 


GENERAL PRACTITIONER WANTED—FOR IND?rs. 
trial and mining town northeastern Washington: are 
population approximately 1300; present physician clagseq 
1A; house and equipped office available; private hospita) 
Ope distant: write for particulars. Box 2143 ¢, ¢ 


WANTED—BOARD QUALIFIED OR CERTIFIED \{AN 
for permanent association and future partnership in th 
ENT department with a large group in Southern (4ajj 
fornia; starting salary $1000 to $1200 per month de. 
pending on age and experience; must have Californi, 
license. Box 2140 C, % AMA. 


WANTED—GENERAL PRACTITIONER; FOR 
in town of 25,000; each doctor has individual practice 
and shares the following facilities: X-ray, laboratory 
eystoscopic, physiotherapy and operating rooms; open 

staff 100 bed hospital available. Write: R. L. Campbell 

MD, Corsicana, Texas. ¢ 


PATHOLOGIST — DIRECTOR OF LABORATORIES: 
600 bed southern Ohio general hospital*+; JCHA ap- 
proved; 208,800 tests, 5800 tissue examinations yearly 
man with administrative and teaching ability needed 
medical school affiliation; salary arrangement; excellent 
opportunity. Box 2167 C, % AMA. 


INTERNISTS AND GENERAL PRACTITIONERS 
wanted—in 2400 bed hospital+; hourly commuting dis- 
tance Chicago; salary ranges $7570-$12,685, depending 
upon qualification’. Write: Manager, Veterans Adminis- 
tration Hospital, Downey, Illinois. Cc 


WANTED — OTOLARYNGOLOGIST; TO HEAD DE 
partment by small midwest group, excellent residential 
community, modern hospital; salary to start leading to 
early partnership; give full information in lst letter 
Box 2169 C, % AMA. ; 


TWO GENERAL PRACTITIONERS—TO JOIN 3 GEN. 
eralists and {2 visiting specialists in challenging pro. 
gram; excellent facilities, hospital affiliation; minimum 
uaranteed $12,000 net. Raleigh-Bone Medical Group, 

ox 1023, Charleston, West Virginia. q 


ANESTHESIOLOGIST—BOARD ELIGIBLE; WANTED 
immediately; to join a group of 6 staff anesthesiologists 
If available write or phone: Stevens J. Martin, MD 
Director, Department of Anesthesiology, St. Francis 
Hospital,*+ Hartford 5, Connecticut. Cc 


WANTED— AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice, teach- 
ing, research, public health or industrial medicine; 
National and International services. Burneice Larson, Di- 
rector, Medical Bureau, 900 N. Michigan Ave., Chicago, 


CALIFORNIA MEDICAL BUREAU AGENCIES—FTR 
physicians placements, and hospitals and medical proper. 
ties for sale. 405 E. Green Street, Pasadena, California, 
S. Broadway Street, Los Angeles 14, Caii- 
‘ornia. C 


RESIDENT PHYSICIAN—PSYCHIATRIC HOSPITAL 
psychiatric training not essential; good medical train- 
‘ing more desirable; salary $9000. Write: C. G. Stilling- 
er, MD, Superintendent, New Mexico State Hospital 
Las Vegas, New Mexico. C 


WANTED—INTERNIST; PREFERABLY BOARD ELI- 
gible; asociation with 9 man group leading to partner- 
ship; starting salary $16,000; no capital outlay needed; 
personal and professional date requested. Box 2152 (, 
Y AMA. 


MEDICAL DIRECTOR—RAPIDLY EXPANDING ETH- 
ieal pharmaceutical company located in New York City 
requires experienced physician to direct medical depart- 
ment; please submit full details of education, experience, 
salary. Box 2196 C, % AMA. 


GENERAL PRACTITIONER—TO SHARE SPACE WITH 
established general practitioner in court medical build- 
ing in suburban San Francisco bay area; practice will 
grow rapidly with heip of other men in building. Bor 
2182 C, % AMA. 


PEDIATRICIAN — OBSTETRICIAN-GYNECOLOGIST 
—Westchester County, New York; to share new office 
building with 3 other specialists; excellent opportunity 
for private practice: 35 miles from Manhattan. Bo 
2200 C, Y% AMA. 


GENERAL PRACTICE ASSOCIATE —IN GROWING 
mid-Ohio valley town; prefer young man just completing 
training or military service; salary or percentage; write 
giving professional and personal background. Box 2184 C, 

4 AMA 


RADIOLOGIST — ASSOCIATE; OFFICE PRACTICE 
and local hospital; suburb contiguous to Boston; Board 
certified, preference to additional post-residency train- 
ing; financial arrangements leading to partnership; send 
details. Box 2185 C, % AMA 


WANTED—OPHTHALMOLOGY AND OTOLARYNGOL- 
ogy residents; 4 years combined+ EENT, 3 years oph- 
thalmology; beginning stipend $350 a month; Virginia 
license required; give full details in ist reply. Bo 
2175 C, Y% AMA. 


PHYSICIAN WANTED — FOR WELL-EQUIPPED % 
Bed northern California County hospital; Californis 
license necessary; active medical program in rapidly 
growing community, Please address inquiries to: Medi- 
cal Director, P. O. Box 639, Redding, California. 


PATHOLOGIST—FOR PRIVATE PRACTICE IN RAP- 
idly growing community with 4 hospitals; $1250 pe 
month guarantee; Board certified or eligible. b. 2 
Connor, MD, New Pasadena Hospital, Pasadena, Tem, 


WANTED — UROLOGIST; BOARD CERTIFIED; 7 
gradually take over practice, Western Pennsy!\anis 
going into semiretirement; practice is extremely |uct® 
tive; 550 bed hospital. Box 2189 C, % AMA. 


WANTED—PHYSICIAN; 1500 BED MENTAL HEALTH 
institute; salary -——~ $5100 to $6000 plus family mail 
tenance. Write: W. B. Brown, MD, Superintenden‘, 
Pleasant, Iowa. 


(Continued on page 90) 
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WHITE’S COD LIVER OIL CONCENTRATE TABLETS 
May be chewed like candy 


New Improved Formula: 


White's Cod Liver 0il Tablets now provide 4,000 U.S.P. 
Units of Vitamin A and 400 U.S.P. Units of Vitamin D 
per tablet--the equivalent of one teaspoonful of U.S.P. 


cod liver oil. 


And for your older patients: high potency 
WHITE’S COD LIVER Olt CONCENTRATE CAPSULES— 
12,500Units of Vitamin A and 1250 Units of Vitamin D. 


WHITE LABORATORIES, INC. 


KENILWORTH, N. J. 


(Continued from page 88) 


ANESTHESIOLOGIST — WANTED TO JOIN ESTAB- 
lished group in large city in Mid-West; excellent finan- 
cial arrangements with paid vacations; ‘furnish complete 
details in letter to AMA. Box 2141 C, % AMA. 


OPHTHALMOLOGIST WANTED—BOARD CERTIFIED; 
who has recently completed training; for association 
with ophthalmologist in Detroit, Michigan; Write giv- 
ing personal and professional data. Box 2157 C, % AMA. 


RESIDENT PHYSICIAN ANTES 
time general 


license 
us percenta ice; 
nished. 2154 Cc, % AMA. 


WANTED — GENERAL PRACTITIONER; FOR ASSO- 

— sroup salary and percentage; 
giving fu ormation about background 

qualifications. Box 2163 C, % AMA. ” 


PAID HOUSE RESIDENT—MODERN GENERAL HOS- 
pital 65 beds; Chicago suburb; 2 residents employed 
allowing liberal time off. Apply: Superintendent, — 
Forest Hospital, Lake Forest, Illinois. 


WARD SURGEON—NEBRASKA 201 BED GEN 
hospital; Board certified preferred; orthopedic ane 
desirable. Write: Manager, Veterans Administration 
Hospital, Grand Island, Nebraska. c 


EXCELLENT OPPORTUNITY — GENERAL PRACTI- 
tioner under 40, growing town of 1200; offices available; 
affiliation with group in County seat if desired. Cham- 
ber of Commerce, Wells, Nevada. c 


WANTED—AN INTERNIST OR SURGEON; TO TAKE 
over a long established practice in mid-western agri- 
aa = and oil center; nothing to buy. Box 2117 


WANTED—GENERAL PRACTITIONER, INTERESTED 
in obstetrics and gynecology; to join 3 man group; excel- 
ent, opportunity; Wisconsin. Box 2138 C, 

canamiean WANTED — BOARD ELIGIBLE INTER- 
ist under 45; to be with small group; salary and pri- 
vate practice, Rocky Mountain area. Box 2128 C, % 


ASSOCIATE WANTED—MUST BE WELL-TRAINED 
and experienced in obstetrics, gynecology, and general 
surgery; starting salary $12, 000 per year, Metairie Hos- 
pital, 310 Codifer Blvd, Metairie, Louisiana, Cc 


WANTED — BOARD QUALIFIED OBSTETRICIAN- 
Gynecologist; splendid op unity in 10 man Iowa group 
with liberal paar eventual partnership. 
Box 1867 C, % AMA 


WANTED — INTERNIST: BOARD QUALIFIED OR 
certified; 10 man group in Mid- West has staff open- 
ing; Uberal salary with eventual partnership, Box 1547 


J.A.M.A., November 3, 


OTOLARYNGOLOGIST — PARTNERSHIP; WEL 
tablished practice, medical center, connected Wit! 
versity; unlimited for Ma: with 
academic interests. x 2186 C AMA . 


WANTED— INTERNIST AS BY SUR‘:Eey 
in large Pennsylvania city; interest in chemother: py 
a desirable; salary basis to start. Box 2] ¢ 


WANTED — RADIOLOGIST; ASSOCIATION WITH 4 
man group leading to partnership; salary $20,000 With 
bonus; no capital ouilay needed; and 
sonal data requested. Box 2208 C, AM 


RECENT DIPLOMATE OR BOARD ELIGIBLE IN ly. 
ternal medicine—as associate. Hilton S. Read, mp, 
5407 Atlantic Ave., Atlantic City, New Jersey. C 


WE HAVE TWO POSITIONS OPEN—ONE FOR lo. 
cum Tenens and the other position for 1 or 2 years. 
200 Republic Blidg., Cleveland 15, Ohio. C 


WANTED — GENERAL PRACTITIONER; FOR TEN 
man group in Mid-West; ore salary with eventual 
partnership. Box 1548 C, % A 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


PSYCHIATRY—THREE YEAR APPROVED RESIDEN. 
cies; well-balanced asignments, including in-patient, 
out-patient department, child, forensic and psychoso- 
therapies; suburban Chicago, convenient to vari. 

training facilities, including Institute 
for sychoanalysis; resident under supervision of at- 
faculties of medical schools in Chi- 
cage: itizenship required. Address: Louis Jensen, 
MD, Chief, Psychiat Services, Veterans Administration 
Hospital+, Hines, Illinois. D 


RESIDENCIES AVAILABLE—APPROVED RESIDEN- 
eies in medicine, surgery, pediatrics, obstetrics and 
gynecology, and general practice available July 1, 1957; 
294 bed, 43 bassinet city operated hospital*+; annually 
14,000 in-patients 8,000 out patient visits, 12,000 emer- 
gency room visits; approved 15 interns; total house staff 
30; teaching program well organized and operating; 
fundamentals and objectives of program available on re- 
quest; beginning salary $300. Write: Director, City 
Hospitals, % City Memorial Hospital, Winston-Salem, 
North Carolina. D 


AVAILABLE JULY 1, 1957—APPROVED RESIDEN- 
cies in medicine and obstetrics-gynecology; surgical resi- 
dencies approved for training in preparation for surgical 
specialties; 224 bed general hospital,*+ modern, well- 
equipped; resident training program; house staff allowed 
full range under proper medical supervision; full main 
tenance and uniforms; monthly stipend: assistant resi- 
dents $250, residents $300. The Lawrence and Memorial 
Associated Hospitals, New London, Connecticut, Hilliard 
Spitz, MD, Chairman, Committee on residents. D 


RESIDENCIES IN PSYCHIATRY —THE DEPART- 
ment of psychiatry of the University of Chicago Medical 
School,*+ currently in the process of expanding its edu- 
cational, service and research activities, has openings for 
resident training in the ist, 2nd and 3rd years; the 
program is dynamically oriented, with emphasis on out- 
patient treatment and individual supervision; appoint- 
ments may be — the first of any current month. For 
information, wri Dr. C. Knight Aldrich, MD, 950 
E. 59th Street, Illinois, D 


VA HOSPITAL,+ CORAL GABLES, FLORIDA, IN 
affiliation with the School of Medicine, University of 
Miami, is offering resjdent training in internal medi- 
cine and pathology 40 qualified physicians who are citi- 
zens of the United States and graduates of approved 
medical schools; applications are being accepted for im- 
mediate assignment and for programs beginning July 1, 
1957. Address letters of inquiry to: Director, Profes- 
sional Services, Veterans Administration Hospital, Coral 
Gables, Florida. D 


RESIDENT SURGEONS—WHO NEED FURTHER PRE- 
ceptorship training to meet Board requirements, or sur- 
geons who have completed their residency training; 
opportunity to do a large volume of major cancer surgery 
in a research institute; 1 or 2 year appointments avail- 
able; surgeons with training ‘in academic program pre- 
ferred; participation in research program a requirement: 
stipend $4100 annually. For further details write to: 
Dr. C. Moss, Roswell Park Memorial Institute+ 
Buttes 3, New York. D 


APPROVED THREE vEae RESIDENCIES IN PSY- 
chiatry—new GM&S hospital+; well-organized teach- 
ing program; affiliated "Washington University 
School of Medicine; all types of psychiatric experience 
represented, including supervised dynamically oriented 
psychotherapy, pschosomatic medicine, child guidance 
clinic, ete.; attractive career residency program available. 
Write: Manager, VA Hospital, 915 North Grand Blvd., 
St. Louis 6, Missouri. D 


LOUISVILLE—ATTRACTIVE, COMPREHENSIVE 
idency training program available in Veterans Admin- 
istration Hospital+ of affiliated University of Louisville 
Medical Center; salary range between $5,915 and 55.- 
990 on VA Package Plan Program, depending on experi- 
ence; (includes training in intensive psychotherapy, child 
psychiatry, neurology, teaching, and administration). \p- 

ply: Director, Professional Services, VA Hospital, Louis- 
fille, Kentucky. D 


APPROVED PSYCHIATRIC RESIDENCY — 500 BED 
hospital+ in Chicago medical center; Dean’s Commitee 
supervised didactic-clinical program on 95 bed psychiat'y 
and neurology service, affiliated with University of 
Illinois, Loyola University, Chicago Medical Sc)ool. 
Institute Juvenile Research, County Psychopathic |10s- 
pital, and large ovtpatient clinic. Write: Manager, \e'- 
erans Administration West Side Hospital, 820 south 
Damen, Chicago 2. D 


APPROVED RESIDENCIES—VA HOSPITAL+, HOUS- 
ton, Texas; integrated training programs, Baylor Uni- 
versity affiliated hospitals residencies, Texas Meiica! 
Center; applications accepted for neurology, anesthe>iol- 
ogy, ,Dathology, psychiatry, radiology and urology; 
reer’ residencies in neurology and psychiatry: nship 
required, Manager, VA —~ a or Dean, Baylor Uni- 
versity college of Medicine D 


(Continued on page 94) 
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THE ORIGINAL MEPROBAMATE 


1 “I have used meprobamate in my 
general psychiatric practice since April, 1955, 
and believe it to be [a] drug of choice for 
relief of tension, anxiety and insomnia.” 


Lemere, F.: Northwest Med. 54: 1098, 1955. 


“... the patient [taking Miltown] 
never describes himself as feeling detached 
or ‘insulated’ by the drug. He remains... 
in control of his faculties, both mental 
and physical, and his responsiveness to other 
persons is characteristically improved.” 


Sokoloff, O.J.: A.M.A. Arch. Dermat. in press. 


g “Of special importance is the fact 
that Miltown does not appear to affect 
autonomic balance—which in alcoholics is 
often unstable. . .” 


Thimann, J. and Gauthter, J.W.: Quart. J. 
Stud. Alcohol. 17: 19, 1956. 


4 “The [relative] absence of toxicity, 
both subjectively and objectively, is 
an important feature in favor of Miltown. 
In addition, there were no withdrawal 
phenomena noted on eessation of therapy, 
whether it was withdrawn rapidly or slowly.” 


Borrus, J.C.: J.A.M.A, 157: 1596, 1955. 

e) “Miltown is of most value in the 
so-called anxiety neurosis syndrome, especially 
when the primary symptom is tension... 
Miltown is an effective dormifacient and 
appears to have. . . advantages over the 
conventional sedatives except in psychotic 
patients. It relaxes the patient for natural 
sleep rather than forcing sleep.” 


Selling, L.S.t J.A.M.A. 157: 1594, 1956. 


discovered and introduced 


by WW) Waliace Laboratories, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.8S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 
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clinical eviderices# Mndicates that to augment the 
therapeutic advantages of the “predni-steroids’”’ 
antacids should be routinely co-administered 
to minimize gastric distress 8 


4 


(Prednisone Buffered) 


| ROUTINE 
| CO-ADMINISTRATION 
| MEANS | 


All the benefits of the ‘‘predni- 
steroids” plus positive antacid 
action to minimize gastric 
distress. 


prednisone or 
prednisolone with 
50 mg. magnesium 

References: 1. Boland, E. W., J.A.M.A 

160:613 (February 25) 1956. 2. Margolis, trisilicate and 


H. M. et al., J.A.M.A. 158:454 (June 11) 300 mg. aluminum 
1955. 3. Bollet, A. J. et al., J.A.M.A. hydroxide gel. MERCK SHARP & DOHME 


168:459 (June 11) 1955. DIVISION OF MERCK & CO., Inc. 
*CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of Merck & Co., INc. PHILADELPHIA 1, PA, 
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all the benefits of the “predni- steroids” 
plus positive antacid action 


to minimize gastric distress 


Clinical evidence!.2.3 indicates that to 
augment the therapeutic advantages of 
prednisone and prednisolone, antacids 
should be routinely co-administered to 
minimize gastric distress. ’ 

References: 1. Boland, E. W., J.A.M.A. 160:613 (February 


25) 1956. 2. Margolis, H. M. et al., J.A.M.A. 158:454 
(June 11) 1955. 3. Bollet, A. J. et al., J.A.M.A. 158:459 MERCK SHARP & DOHME 


(June 11) 1955. DIVISION OF MERCK & CO., INC. 
*CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of Merck & Co., Inc. PHILADELPHIA 1, PA. 
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(Continued from page 90) 


RADIOLOGY RESIDENCY—ONE FIRST YEAR AP- 
pointment remains open in new 800 bed general hospital, 
main eB unity of medical school; lst year stipend 
$3,000, 2nd $4,000, 3rd $5,000; American citizenship ; 
starting date between November 1, and February 1, is 
suitable. Apply: R. Wigh, MD, Chairman, Department 
of Radiology, Medical College of Georgia, Augusta, 
Georgia. D 


RESIDENTS WANTED—FOR RESIDENCY STARTING 
immediately; general rotation residency in 174 bed hos- 
pital, well-equipped in all services; U. 8. citizenship, 1 
year internishp and eligibility for California license re- 
quired; in attractive mountain, seaside resort city; salary 
$460 per month. Apply: To Director, County Hospitai, 
Santa Cruz, California. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clinical 
experience; opportunities for clinical, teaching and re- 
search appointments in hospital and medical college after 
completion of training. Write: C. M. Landmesser, MD, 
Director of Anesthesiology, Albany Medical Center,*+ 
Albany, New York. D 


PATHOLOGY RESIDENCY — AVAILABLE JANUARY 
lst; 344 bed hospital*+; 2 full time Board diplomate 
pathologists; 240 autopsies; 5,000 surgical pathological 
cases; 155,000 clinical pathological examinations; 4 year 
approval in clinical pathology and pathologic anatomy; 
$225 to_$300 plus $75 allowance for maintenance per 
month, York Hospital, York, Pennsylvania. D 


RESIDENCIES IN PATHOLOGY—U. 8. OR CANADIAN 
citizens; 500 bed general hospital*+; 1 year in patho- 
logic anatomy or 2 year each in pathologie anatomy and 
clinical pathology; 7 approved 4 year residencies; 4 full 
time pathologists; salary $3737-$4782 = room, board, 
laundry of uniforms. Address: Dr. 8. Gould, Wayne 
County General Hospital, Eloise, Michizes, D 


SECOND YEAR OBSTETRICS-GYNECOLOGY RESI- 
dency available; *, Hd approved 3 year residency pro- 
gram, January 1, 1 $200 monthly plus $90 partial 
maintenance, Apply Immediately: Dr. H. Bristol Nelson, 
Kaiser Foundation + San Francisco 15, 
California, D 


RESIDENCY IN PATHOLOGY—THREE YEAR, AP- 
mae age salary $300 per month with maintenance; in 
acific Northwest city of 200,000; emphasis on teaching; 
4000 surgical specimens; 200 autopsies ; 120,000 clinical 
laboratory procedures annually. Box 2222 D, % AMA. 


ASSISTANT RESIDENT OBSTETRICIAN-GYNECOLO- 
gist—fuly spout program; available January 1, 1957; 
Siegel, Director, Department of Obstet- 

rics and Gynecology, Franklin Square Hospital*+, Bal- 
timore 23, Maryland. D 


ORTHOPEDIC RESIDENCY — FULLY-APPROVED 
preezess: ¢ offers senior year to orthopedic resident need- 
ng only 1 yeu to complete requirements for certifica- 
tion. Apply: Director, Professional Services, Veterans 
Administration Hospital,+ Brooklyn 9, New York. D 


PATHOLOGY RESIDENCY AVAILABLE—JULY |, 
1957; approved AMA; clinical ant pathologic 
anatomy; 2 ft $300 per month. Director of 

boratories, East Tennessee Baptist ‘ecpital*4 Knox- 
ville, Tennessee. D 


RESIDENT FOR GENERAL PRACTICE — 90 BED 
modern hospital; J.C.A.H. appreved; open July Ist, 1957; 
stipend $225 per month plus full maintenance. ‘Apply: 
Leota L, Harnden, at Grace Hospital, 2307 W. Path 
St., Cleveland 13, D 


APPROVED RESIDENCIES—INTERNAL MEDICINE, 
3 years; January 1, 1957 or July 1, 1957; starting $308 
per month plus maintenance; AMA approved internship 
required, Education Director, Highland Park General 
Hospital*+, Highland Park 3, Michigan. D 


RESIDENCY—PHYSICAL MEDICINE AND REHABIL- 
itation; 1 to 3 years; approved for Board training. Ap- 
ply: Jerome W. Gersten, MD, University of Colorado*+, 
School of Medicine, Denver, Colorado. D 


ROTATING RESIDENCY—FOUR VACANCIES JANU- 
ary Ist; $2400 => annum plus full maintenance. Apply: 
Administrator, Petersburg Genera! Hospital, Petersburg, 
Virginia. D 


WANTED—SURGICAL RESIDENT; 200 = HOSPI- 
tal; salary $400 monthly. Box 2243 D, % A 


WANTED—SURGICAL RESIDENT; 180 BED ert 
tal; salary $500 monthly. Box 2241 D, % AMA 


PSYCHIATRY—BARNES HOSPITAL*+; 3 YEAR AP- 
proval; versatile residency offering supervised dynamic 
psychotherapy, excellent opportunities for research, 
training in neurology, recognized child guidance clinic, 
outpatient and inpatient therapy in new university psy- 
chiatric hospital, psychosomatic medicine closely allied 
with internal medicine; close liaison of university with 
psychoanalysts; St. Louis a city with artistic, intellec- 
tual facilities; program and salary flexible; full main- 
tenance, Write: E. F. Gildea, MD, Department of 
Neuropsychiatry, Washington University Medical School, 
St. Louis, Missouri. D 


ASSISTANT RESIDENCIES INTERNAL MEDICINE 
—Available July |, 1957; in a new hospital+ for the 
treatment and rehabilitation of patients with chronic 
diseases; AMA aporeved: Deans’ Committee supervision, 
full-time staff of 10 physicians active in research and 
medical student senchiog: medical residents may rotate 
7 h neurological and respirator units; salary $3060 

per year; completion of ABA approved intern- 
shins or residency required, of Medical 


Services, Lemuel Shattuck Hospita orton Street, 
Boston 30, Massachusetts. D 
RESIDENCY AVAILABLE JULY I, 1957 IN 
OTOLARYNGOLOGY AT THE MOUNT SINAI 
HOSPITAL. TRAINING IN SURGERY PRE- 
FERRED. PROGRAM INCLUDES TRAINING IN 
ENDAURAL SURGERY, MOBILIZATION OF 
STAPES, ENDOSCOPY, HEAD AND NECK 
SURGERY, RHINOPLASTY. AFFILIATED WITH 
COLUMBIA WHERE BASIC SCI- 
ENCE SUBJECTS ARE TAUGHT. RESPOND TO 
DOR. MAX FUCHS, ASSISTANT DIRECTOR. D 
THE MOUNT SINAI HOSPITAL, 
New York City. 


SKIN 
TROUBLES? 


Marcelle Hypo-Allergenic 
Cosmetics were designed 

for the Woman who needs 
something different from 

the average. Thousands of 
women with cosmetic or skin 
problems have found these ~ 
delicately compounded beauty 
preparations notably safe even 
for sensitive skins because 
known irritants have been 
eliminated from Marcelle 
Hypo-Allergenic Cosmetics. 

Marcelle’s entire line of more 
than 40 different beauty 
preparations in a complete 
range of high fashion shades 
is available in either scented 
or unscented form. 

The original Hypo-Allergenic 
Cosmetics—First to be 
presented to the medical 
profession. 


HYPO-ALLERGENIC 
COSMETICS 
FOR SENSITIVE AND ALLERGIC SKINS 


MARCELLE COSMETICS, INC. 


1741 North es Ave. + Chicago, Illinois 


tributed in Cana 
PROFESSIONAL SALES CORPORATION 
1434 St. Catherine St., West Montreal, 


Don’t miss it . . . the leading 
medical meeting of the year 


A.M.A. Clinical Meeting in 


Seattle, Nov. 27-30, 1956 


Cosmetics 


Quality of Ingredients and Suit- 
ability of Selections are two 
factors underlying the prepara- 
tion of Cosmetics by Luzier. 


Fine 


If you have any cosmetic problems our sales organization 
will be happy to serve you. 


LUZIER’S Inc. @ Kansas City, Mo. 


THERE’S NOTHING 
UNDER THE SUN Like 


WARM, SUNNY AND DRY ALL YEAR 
data free to physicians: P. O. Box 1111, Tucson, Ariz. 


J.A.M.A., November 3, 1956 


THORACIC SURGERY RESIDENT—DUE TO SUDDEN 
illness, the senior year of a Board of Thoracic Surgery 
approved 2 year thoracic surgery residency will be 
available from Januarv through December 1957; position 
carries widespread responsibility with extensive inde- 
pendent surgery; medical school affiliation; research faci|- 
ities present; applicant should be certified or eligible for 
American rd of Surgery. Kindly address replies to: 
Dr. Richard H. Adler, The Buffalo General Hospital* + 
100 High Street, Buffalo 3, New York. D 


RESIDENCIES AVAILABLE—MODERNLY EQUIPPED 
516 bed, GM&S, fully approved VA Research Hospital-+ ; 
affiliated with Northwestern University Medical Schoo): 
openings now for residents in internal medicine, genera! 
surgery, pathology, physical medicine and rehabilitation, 
diagnostic and therapeutic radiology; must be U. 
citizens and graduates of approved schools; stipend 
$2840-$3550. For information write: Director, Profes- 
sional Services, VA Research Hospital, 333 E, Huron 8t., 
Chicago 11, Illinois. D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA- 
try+; approved 3 year program; balanced clinical and 
didactic training includin psychotherapy and somatic 
therapies, outpatient and child psychiatry; at VA, State 
and wen wenn A hospitals; affiliated with Topeka Institute 
for Psychoanalysis; 5 year appointments combining resi- 
dency and staff experience for Board eligibility available 
at staff salaries. Write: ~oamarate Menninger School of 
Psychiatry, Topeka, Kansas. D 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+; 3 year; 2 Ist year vacancies ; teaching 
unit, Baylor University College of Medicine; female, pri- 
vate, oufjpatient medicine; includes all subspecialties 
under supervision of Board certified specialists; stipend 
$2840-$3550; radioisotopes, research, pulmonary func- 
tion etc.; citizenship required. H. D. Bennett, MD, 
VA Hospital, Houston, Texas. D 


RESIDENCIES AVAILABLE — VETERANS ADMINIS- 
tration Hospital+ ; large southern medical center affiliated 
with Tulane University and Louisiana State University 
Schools of Medicine; fully approved; citizenship required; 
openings July 1, 1957, in internal medicine, general 
eS urology, orthopedics, ophthalmology, radiology, 

athology, and psychiatry. Apply: Manager, Veterans 
Kdministration Hospital. New Orleans, Louisiana. D 


TWO SURGICAL RESIDENTS FOR 1ST AND SECOND 
year levels; 1 opening available January 1, 1957; 1 
available July 1, 1957; applications now being con- 
sidered; stipend $250 to $350 per month; medical school 
affiliated hospital*+; applicants from foreign schools 
considered if approved by the American Medical Asso- 
ciation. Write R. Mueller, MD, St. Elizabeth Hos- 
pital, Lincoln, Nebraska. D 


12 APPROVED ROTATING INTERNSHIPS AVAIL- 
able—July 1957 to July 1958; excellent teaching program; 
affiliation with New York University—Bellevue Re- 
gional teaching plan; new 291 bed hospital*+ in fine 
suburban community near New York City; $125 per 
month plus full maintenance; limited housing for mar- 
ried interns. Apply: Director, Overlook Hospital, Sum- 
mit, New Jersey. D 


PSYCHIATRIC RESIDENCY VACANCIES—APPROVED 
3 year residency in conjunction with Northwestern Uni- 
versity Medical School; extensive training program in 
clinical psychology, vocational counseling, social service, 
and related fields; salary ranges from $2840-$3550; and 
for career residents $7570-$10,065; hourly commuting 
distance Chicago; citizenship required. Write: Manager, 
Veterans Administration Hospital+, Downey, Illinois. D 


PATHOLOGY RESOERCy— FULL THREE YEAR AP- 
proval anatomical patholo thologists; 284 au- 
topsies; 6030 surgicals; aboratory procedures; 
active cytology program; Florida license not required; 
beginning stipend $325 per month; beautiful Florida 
city; available now or January Ist. Apply: Chief of Path- 
ology, Orange Memorial Hospital+, Orlando, Florida. D 


RADIOLOGY RESIDENCIES — AVAILABLE NOVEM- 
ber 1, 1956; and January 1, 1957; in new 800 bed general 
hespital; +4 teaching hospital unit, new medica] school 
department of radiology; appointments made for 3 years 
in a service covering diagnosis, therapy, radium, isotopes. 
Address: Director, Department of Radiology, Paster’ 
Memorial Hospital, Dallas, Texas. 


ROTATING: 8 AVAILABLE JULY 
1957; bed modern general hospital* AMA ap- 
"stipend per month plus full maintenance; 
unusual opportunity to work with Board men in all spe- 
cialties and includes vagy? teaching and regular con- 
ferences on all services. Apply: Director, The Niagara 
Falls Memorial Hospital, Niagara Falls, New York. D 


PATHOLOGY—FOUR YEAR APPROVED RESIDENCY 
in morbid anatomy and clinical pathology; approximately 
7506 surgicals and 175 autopsies performed per year; 
staff includes 2 pathologists, full-time biochemist, mi- 
crobiologist and part time hematologist. Address com- 
munications to: Dr. Tobias Weinberg, Pathologist-in- 
Chief, Sinai Hospital,*+ Baltimore 5, Maryland. 


APPROVED RESIDENCIES—INTERNAL MEDICINE; 
available quarterly, Veterans Administration Center+, 
Dayton, Ohio; 3-4 year program, citizenship required; 
affiliated and supervised by Ohio State University Med- 
ical School, salary $2840-$4000 per year; approved for 
benefits under Public Law 550. Apply: Dr. 8S. Simerman, 
Chief, Medical Service, VA Center, Dayton, Ohio. D 


ANESTHESIOLOGY — ONE OR TWO YEAR RESI- 
dency fulfilling the requirements for the American Board 
of Anesthesiology certification; stipend Ist year $2400; 
second year $3000. Write to: Leo V. Hand, MD, or 
Francis J. Audin, MD, Department of Anesthesiology, 
New England Deaconess Hospital+, Boston, Massa- 
chusetts, D 


APPROVED TWO YEAR ORTHOPEDIC RESIDENCY 
available January 1, 1957—applicants must be graduates 
of grade A medical school and must heve had i your of 
internship plus 1 year of surgical training. Apply: 
ical Superintendent, Queens General Hospital+, ot 
ca 32, New York. D 


PEDIATRIC RESIDENCIES — ACCEPTING APPLICA- 
tions to begin July 1, 1957; graduates of approved schoo!s 
only; fully approved: supervised by Board certified “tl 
clalists; stipend begins at $290 per month. Edwin | 
Peel, ‘Administrator, Georgia Baptist itompital* 
Atlanta, Georgia. 
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PAMPHLETS ON 


MENTAL 


Reprinted from 
Today’s Health 


Magazine 


EMOTIONAL HEALTH 


by T. R. RETLAW 
8 pages, 15 cents 


A discussion of release of tension through work and 
play. 


THE PSYCHIATRIST 


by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you. 


EMOTIONAL ILLNESS 


by EDITH M. Si DNEY 
8 pages, 15 cents 


* An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


HYPNOTISM—HUMBUG OR 


HEALING? by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony is about 
as good as a three-dollar bill. 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. 
6 pages, 10 cents 


A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


Write to: 


Order Department 
American Medical Association 
535 N. Dearborn St. 


Chicago 10 


Cj Emotional I!lness—15c 

[] Emotional Health—15c 

[] Joe’s Nervous Breakdown—10c 

[] The Psychiatrist—10c 

[] Hypnotism—Humbug or Healing—10c 


Name 
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Triple 


It is no wonder that sulfa drugs are now gaining new recognition 
by physicians everywhere. Major advances in the sulfonamide 
field have resulted in new and safer therapy seldom complicated ‘ 
by toxic manifestations. # 


The Triple Sulfas in particular represent a perfection in sulfa - 
therapy—therapeutic refinements include smaller dosage, higher ee 
blood levels, excellent tissue diffusion, lower incidence of sensitization, 
ease of accurate chemical estimation in body fluids, reliable protection 

of the kidney, specificity for a wide group of common infections. 


A preparation of choice is the Triple Sulfa formulation combin- 
ing equal parts of sulfadiazine, sulfamerazine, and sulfamethazine."* 
(U.S.P. XV Trisulfapyrimidines.) 


Triple Sulfa preparations are available from leading manufacturers 
under their own brand names. 


American Cyanamid Company, Fine Chemicals Division, 30 Rocke- 
feller Plaza, New York 20, New York. 


TRIPLE SULFAS 


Meth-Dia-Mer Sulfonamides i 


SULFADIAZINE SULFAMERAZINE SULFAMETHAZINE 


1. Goodman, L.S., and Gilman, A.: The Pharmacological Basis of Therapeutics, Ed. 2, 1955, The Macmillan 
Co., New York, pp. 1276-1320. 


2. Krantz, J. C., and Carr, C. J.: The Pharmacologic Principles of Medical Practice, Ed. 3, 1954, The 
Williams & Wilkins Co., Baltimore, pp. 125-148. 
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J.A.M.A., November 3, 1956 


“From now on, Miss Seabolt, tell them to 
step on the scales, not jump! 


THE WORLD’S MOST WIDELY READ 
MEDICAL JOURNAL RECEIVES 
ENDORSEMENT EVERYWHERE! 


Advertising in JAMA is read by more physicians than in any other medical journal. 
The general response to JAMA is demonstrated by what this advertiser has to say 
about his classified ad in THE JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION : 


“Your advertising media is terrific! With one ad I sold an elevator 
that I had been trying to sell for three years. I had four calls from 
over the country in 1 week. . . . Just thought I’d let you know 
that you are doing a swell job.” 


THE RESULTS OF JAMA SPEAK FOR THEMSELVES 


_ for advertising rates write to: 


AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN ST., CHICAGO 10, ILL. 
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nultiple-dose 


P Wri D Za m | Injectable Solution 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


Pyribenzamine, long a standard in antihista- 
mine therapy, is now offered in a 10-ml. multiple- 
dose vial of Injectable Solution for 


—even greater economy 

—flexibility of dosage 
For preventing anticipated blood transfusion 
reactions 1 ml. (25 mg.) of Pyribenzamine In- 
jectable Solution is injected intravenously or 


through the air-vent needle directly into the 
bottle of blood to be transfused. 


For rapid and prolonged relief of allergic symp- 
toms (as in urticaria; allergic rhinitis; bron- 


chial asthma; dermatitis venenata; drug, serum, 
hyposensitization reactions) 1 ml. (25 mg.) of 
Pyribenzamine Injectable Solution twice daily is 
usually sufficient. This dosage can be doubled or 
halved to meet individual circumstances. It may 
be injected intravenously or intramuscularly. 


Supplied: InsecTaBLe SoLuTION: 


Multiple-dose Vials, 10 ml., each ml. containing 26 mg. 
Pyribenzamine hydrochloride; cartons of 1, 6 and 50. 
Ampuls, 1 ml., 25 mg. per ml.; cartons of 5. 


CIBA 


SUM MIT, WN. J, 
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4 
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Announcing 


Mecamylamine Hydrochloride 


An oral antihypertensive 
that is 


TOTALLY NEW 
CHEMICALLY DIFFERENT 
CLINICALLY RELIABLE 


NVERSINE,’ a secondary amine, is a new 
and extremely potent antihypertensive 
agent. It differs chemically from all other 
available ganglionic blocking agents and 
has the following clinically demonstrated 
properties: 
1. Excellent reproducibility of effects. 


ae 2. Most potent of all available oral gan- 
| aaa 3 glionic blockers (10 to 20 times more 
potent than pentolinium and about 90 
The same dose provides the same results...day after day. times more potent than hexamethonium) . 
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3. Smooth, predictable response: Ina 
given patient, the same dose of ‘INVERSINE’ 
elicits the same blood pressure response, 
time after time, with minimal day-to-day 
fluctuation. 

4. Remarkable physiologic economy re- 
sulting in long duration of action, sus- 
tained effect. 

5. Gradual onset of effect. 

6. Small oral dosage produces required 
hypotensive effect. 

7. Effective even in patients refractory to 
hexamethonium and other ganglionic 
blocking agents. 

‘INVERSINE’ differs from all other avail- 
able ganglionic blocking agents and is, in 
effect, in a unique category among anti- 
hypertensives. 


CLINICAL STUDIES 


‘INVERSINE’ has been used by many inves- 
tigators on thousands of patients. In all 
this clinical work, this new and very 
potent agent has amply fulfilled its labo- 
ratory promise. By demonstrating repro- 
ducibility, high potency and smooth 
effectiveness with minimal fluctuation — 
all resulting directly from its complete 
absorption from the gastrointestinal tract— 
‘INVERSINE’ has successfully circumvented 
many of the objections to the use of 
ganglionic blockade in hypertension. 


In the opinion of one reviewer a “most 
useful ganglionic blocking agent to be in- 
troduced is mecamylamine (‘INVERSINE®’ ). 
... This drug is completely absorbed when 
given by mouth and has such a gradual 
onset and offset of action that a continu- 
ous and effective level of blockade can 
readily be achieved. .. .”” 


Further, in one of many clinical trials,t 
“The over-all response rate was 92%, and 
24% of the patients became normoten- 
sive.”? Investigators have found ‘INVERSINE’ 
to be “. .. the most potent . . . . of the 
three drugs in reducing the blood pres- 
sure. ...” [‘INVERSINE’ and two other gan- 
glionic blocking agents. }’ 

Moreover, following ganglionic block- 
ade with ‘INVERSINE,’ some patients with 
hypertension may experience relief of pre- 


Many patients with retinopathy, conges- 
tive heart failure and electrocardio- 
graphic abnormalities, have shown signs 
of improvement during treatment with 
‘INVERSINE.’ 


‘INVERSINE’ was thus shown to be a most 
valuable agent in the management of 
hypertensive vascular disease. 


SIDE EFFECTS 

‘INVERSINE’ (mecamylamine) is a very 
potent agent which must be used with care. 
Side effects observed during clinical use 
are due to excessive pharmacologic action. 
They may be minimized by careful adjust- 
ment of dosage and close supervision of 
the patient. 


Judged by any standard ‘INVERSINE’ 
(mecamylamine) is a most satisfactory 
agent in the treatment of hypertension by 
ganglionic blockade. It is the most potent 
oral agent for the management of hyper- 
tension. 


References: 

1. Sturgis, C. C., et al.: Advances in Internal Medicine, 
J. Michigan M. Soc. 55: 154 (Feb.) 1956. 

2. Moyer, J. H., et al.: Drug Therapy of Hypertension: 
Preliminary Observations on the Clinical Use of Meca- 
mylamine (A Ganglionic Blocking Agent) in Combina- 
tion with Rauwolfia for the Treatment of Hypertension, 
Med. Rec. & Ann. 49:390 (Sept.) 1955. 


tIn this clinical trial all patients were 
given, in addition to one of the gan- 
glionic blocking agents, a constant daily 
amount of reserpine. 


‘INVERSINE’ is the trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. Inc., PHILADELPHIA 1, PA. 


= 

existing headache and angina pectoris. . 


102 
(Continued from page 94) 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+ ; 3 year; 2 lst year vacancies; teaching 
unit, Baylor University College of Medicine; female, pri- 
vate, out-patient medicine; includes all subspecialties 
under supervision of Board-certified specialists; stipend 

2840-$3550; radioisotopes, research, pulmonary func- 
tion ete.; citizenship required. H. D. Bennett, MD, 
VA Hospital, Houston, Texas. D 


HEALTH OFFICER TRAINEE—FOR RESIDENCY IN 
public health+; American citizen, or lst papers; grad- 
uate AMA approved school; no training or experience 
required; salary open, Write: Wilson T. Sowder, MD, 
MPH, State Health Officer, P. O. Box 210, Jackson- 
ville 1, Florida. D 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Horpitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, 
MD, Director of Anesthesiology, University of Minne- 
sota Hospital, Minneapolis, Minnesota. D 


FULLY APPROVED RESIDENCIES—THREE YEARS 
in internal medicine; 3 years in pathology, 2 year ap- 
proved; ali teaching by diplomates; joint program of an 
educational and research foundation with an accredited 
poonstel+ in a large southwestern city. Box 2038 D, 
oA 


WANTED—RESIDENT, SURGEON; $200, FULL MAIN- 
tenance (board, individual room, laundry, uniforms) ; 
July 1, 1957; 165 bed general hospital+; approved AMA 
3 year surgery, approved cancer clinic, training school for 
nurses. Address: Medical Director, Kanawha Valley Hos- 
pital, Charleston 1, West Virginia. D 


ANESTHESIOLOGY RESIDENCIES — FULLY AP- 
proved residency with didactic, laboratory, and clinical 
instruction; large thoracic service; available immediately. 
Apply. to: Alfred J. Catenacci, MD, Hahnemann Med- 
College and Hospital*+, Philadelphia, 
vania. 


PATHOLOGY RESIDENCY—AVAILABLE JANUARY 1, 
1957; active departments of pathologic anatomy, clinical 
pathology and exfoliative cytology; approved 4 year pro- 
gram. Inquire: pathologist, St. Vincent’s Hospital*+, 
Erie, Pennsylvania. D 


GENERAL PRACTICE RESIDENCY — POSITION 
available immediately; 210 bed County hospital+; out- 
patient department; emergency room; $300 to $350 per 
month. Write to: Assistant Superintendent, Pierce 
County Hospital, Tacoma 8, Washington. D 


PEDIATRIC PATHOLOGY RESIDENCIES—INCLUDES 
training in anatomic pathology, hematology and leukemia 
study; teaching hospital; available July 1, 1957, Apply: 
Director of Laboratories, Children’s Hospital+, Wash- 
ington 9, D. C. D 


ROFATING INTERNSHIP AVAILABLE IMMEDIATE- 
ly—approved general hospital* in Southwest; foreign 
graduates considered; salary $150 plus maintenance. 
Write Administrator, Memorial Hospital, Phoenix, 
Arizona. D 


MEDICAL Pree YEAR LEVEL; BOARD 
approved 3 y rogram; 400 bed teaching hospital* 
and clinic amiiated with medical school in New Yor' 
City; $1980 per annum plus complete maintenance; ap- 
pointment available immediately, Box 2058 D, % AMA. 


PATHOLOGY RESIDENCY AVAILABLE IMMEDI- 
ately—fully accredited in pathologic anatomy, forensic 
ee $125 per month plus full maintenance, Ap =: 

G. R. Hennigar, Box 817, Medical College of 
ginta*+, Richmond, Virginia. 


TWO YEAR RESIDENCIES IN ANESTHESIOLOGY— 
approved by The American Board ef Anesthesiology are 
available now; full maintenance and monthly stipend of 
$125 to $200. Send application to: Stevens J. Martin, 
MD, St. Francis Hospital*+, Hartford 5, Connecticut. D 


ANESTHESIOLOGY—ONE FIRST YEAR AND ONE 
second year residency available at any time. Apply: 
Chairman, Section on Anesthesiology, The University of 
— School of Medicine*+, Louisville, on. 


PATHOLOGY RESIDENT—JULY 1957; 553 BED GEN- 
eral hospital*+; active medical school affiliation and 
appointment. Apply: Richard G. McManus, MD, ti- 
tute of Pathology, The Western Pennsylvania Hospital, 
Pittsburgh 24, Pennsylvania. D 


FULLY APPROVED OBSTETRICS -GYNECOLOGY 
residency—320 bed non-sectarian, non-profit hospital+ ; 
California license or eligible. Apply: E. C. DeLear, As- 
sistant Administrator, Saint Francis Memorial Hospital, 
900 Hyde Street, San Francisco 9, California. D 


ANESTHESIOLOGY RESIDENTS — APPROVED 2 
year residency in private hospital; full integrated teach- 
ing program; opportunity to staff appointment on com- 
pletion of training; $250 monthly stipend; 1 year intern- 
ship requirement. Box 2142 D, AMA, 


ANESTHESIOLOGY RESIDENCY—BOARD AP- 
proved; 380 bed hospital*+; all types of surgery; 11,000 
anesthetics per year; liberal stipend. Write: Dr. Lloyd 
H. Mousel, Director of Anesthesia, Swedish Hospital, 
Seattle Washington. D 


INTERNS WITH EXPERIENCE WANTED—160 BED 
modern progressive, general voluntary hospital; surgery 
is particularly active; maintenance plus $300 monthly. 
a Hospital, 50 Greene Ave., Brooklyn 38, New 

ork. 


RESIDENT IN INTERNAL MEDICINE — FOR AP- 
proved 3 year service in 700 bed general hospital*+; 
available immediately. Apply: Supt., San Joaquin Gen- 
eral Hospital, P, O. Box 1890, Stockton, California. D 


RESIDENT IN RADIOLOGY—FOR APPROVED TWO 
year service in 700 bed general hospital*+; available 
July 1957. Apply: Supt., San Joaquin General Hospital, 
Box 1890, Stockton, California. D 


RESIDENT IN PEDIATRICS--FOR APPROVED TWO 
year service in 700 bed general hospital*+; available 
immediately. Apply: Supt. San Joaquin General Hos- 
pital, Box 1890, Stockton, California, D 


Outguessing your second 
Guessers in Stubborn 


Cases of 
OBESITY 


It’s Easy with 


DIOCURB 


Brand of d, Amphetamine Sulfate 


This*'‘NEW DOSAGE FORM not 


readily recognizable by the most 
astute patient. 


SMALL, RED, SOFT GELATIN 
SPHERES, containing 5 mg. dextro 
amphetamine sulfate. Thin wall capsule 
releases amphetamine in 90 seconds. 
Nonaqueous vehicle and sub-micron 
particle size assures maxi- 
mum therapeutic response. 


S$. J. TUTAG & CO. 


19180 Mt. Elliott Avenue 
Detroit 34, Michigan 


TRANSAMINASE 


SGO-T and SGP-T 
Glutamic Oxaloacetic and 
Glutamic Pyruvic Transaminase 


according to Cabaud, Wroblewski et al., 
(Journal of Clinical Pathology, 1956) 


LUMETRON Clinical 
Colorimeter Mod. 401-A 


Write for descriptive Bulletin #406 
and for detailed instructions with 
price list of reagents for Transaminase 


150 page Reference Book for 82 other 
determinations, available separately $3. 


CORPORATION 
95 Medison Avenue New York 16, NY 


J.A.M.A., November 3, 1956 


ANESTHESIOLOGY—APPROVED TWO YEAR REsI. 
dency starting January 1, 1957; maintenance and = 
Apply to: L. L. Frick, MD, Director of Anesthesiol: cy 
Hospital*+, Canton, 


ORTHOPEDIC RESIDENCY AVAILABLE—TO GRAp. 
uates of approved medical schools July 1, 1957; at Hamot 
Hospital*+, Erie, Pennsylvania, a 441 bed general ho B= 
pital; stipend $200 per month plus full maintenance, p 


RESIDENTS—OTOLARYNGOLOGY; 48 BED, FULLY 
approved by the AMA Council on Medical Education, 
The Harlem Eye and wg Hospital+, 2099 Lexington 
Avenue, New York City, 35. D 


UROLOGY RESIDENT—DUE TO ILLNESS WE HAVE 
one 3 year residency in urology available at this time; 
applicant with 1 year a ‘aaa residency credit 
preferred, Box 2012 D, % AM 


GENERAL PRACTICE RESIDENCY — FULLY ap- 
proved 2 year program; 3 positions available immediate- 
ly; maintenance plus ‘salary. Apply to: Administrator, 
Sharon General Hospital*+, Sharon, Pennsylvania, D 


UROLOGY reas ULY IST; 3 
approved ay must be eligible for licensure ‘ 
Hinois. Presbyter erian Hospital*+, Chicago, Illinois. D 


RESIDENCIES WANTED 


SENIOR SURGICAL RESIDENCY—IN A 4 YEAR AP- 
proved hospital; or thoracic surgical residency; at present 
chief resident in a 3 year approved hospital; available 
January 1, 1957, Box 2238, % AMA. 


AVAILABLE FOR 3 YEAR APPROVED RESIDENCY— 
obstetrics and gynecology; July, 1956; U. S. graduate, 
aay} age 37; 5 years general practice, Box 2230, 


SITUATIONS WANTED 


GENERAL PRACTITIONER — AGE 30; FAMILY; 
grade A medical school; 1 year internship, 1 year resi- 
dency in general practice, 3 years practice in rural 
community; desires to locate in town of 5000 or more 
with hospital facilities in Mississippi, Tennessee, Ar- 
kansas, or Alabama, Box 2248 I, % AMA, 


GENERAL PRACTITIONER—AGE 41; 9 YEARS SUC- 
cessful solo practice; Mid-West; married; 2 children; 
service completed; desires relocation with surgeon, gen- 
eral practitioner or group; San Diego or suburbs only; 
California licensed. Box 2253 1, % AMA. 


GENERAL PRACTITIONER—AGE 30; PRIORITY IV; 
married; with 5 years of diversified industrial and gen- 
eral practice experience; desires association with 1 or 
more doctors in smaller community in Wisconsin, Michi- 
gan, Illinois, or Ohio, Box 2255 I, % AMA. 


TRAINED; CERTIFIED DIAG- 
nosis and therapy; 2'/2 years experience since training; 
prefer good permanen Ba 1-0 n larger town in 
southeast, Box 2254 1, AMA. 


OTOLARYNGOLOGIST—70; HEALTHY; FULL WORK- 
ing capacity; certified 1925, all fields, wide surgical, 
research, teaching, writing experience; New York license; 
a active full or part time position. Box 2233 I, 


ble; 35; completing military service; at present Air 
Force Major: head of obstetrics-gynecology department, 
large air force hospital; desires association with individ- 
ual or group; Illinois preferred. Box 2235 I, % AMA. 


GENERAL PRACTITIONER—26; MARRIED; 2 YEARS 
hospital training; desires association with another man 
or group in Mississippi; =. in practice in Mississippi 
now (locum tenens). Boy 2 9 I, % AMA, 


OBSTETRICIAN-GYNECOLOGIST — BOARD CERTI- 
fied; assistant professor large university; desires private 
practice; location, association or group; married; cate- 
gory 1V; age 33; Box 2240 I, % AMA. 


ANESTHESIOLOGIST—BOARD CERTIFIED; AGE 45; 
licensed New York to California; will consider any 
worthwhile proposition. Box 2218 I, % AMA. 


morning + oe west or north side of Chicago. 
Box 2015 AM 


MEDICAL TECHNOLOGIST—EXPERIENCED REGIS- 
tered ASCP desires per or full time position south. 
Write: P. O. Box 2205, Washington 13, D, C. I 


INTERNIST—29; MARRIED; UNIVERSITY HOSPITAL 
trained; desires association with group or established 
internist; available July 1957. Box 2224 I, % AMA. 


Curent, SURGEON—36; 3 YEARS SURGICAL RES- 
dency, 5 years surgical practice; desires preceptorship 
as Board surgeon or surgeon acceptable to Boards; to 
complete Board requirements; category IV; family; 
hay Yonkers, Long Island preferred. Box 2197 1, 


RADIOLOGIST—15 YEARS TUMOR CLINIC; EXTEN- 
sive radium experience; radiation physics, isotopes 
(including Oak Ridge) training, 2 years isotope ex- 
perience; publications on cancer; desires Radiolozy 
appointment, preferably therapy. Box 1678 I, % AMA. 


PHYSICIANS—COUPLE; MIDDLE AGED; NO FAM- 
ily; qualifications, general practice with surgical ex- 
perience and psychiatry; seek permanent positions: 
industry, hospital, partnership, or foreign assignment. 
Box 2211 I, % AMA. 


OBSTETRICIAN-GYNECOLOGIST—31; FAMILY; 
Board qualified; desires location or association with in- 
dividual or group; Southwest preferred; univer:i\¥ 
trained; DNB; military service completed; availa! le 
July 1957. Box 2203 I, % AMA. 


(Continued on page 104) 


ANS 
— 


Why the 


nasal medication 


—A.M.A. Arch. Otolaryng. 39:109. 


The active ingredient in ‘Benzedrex’ Inhaler is propylhexedrine, a compound 
developed by S.K.F. specifically to provide rapid, complete and prolonged 
decongestion. 


The Inhaler’s vasoconstrictive vapor diffuses evenly throughout the nasal 
cavity, opening ostia and ducts which are frequently inaccessible to other | 
intranasal preparations. Drainage is established; congestion relieved; head- | 
ache, pressure pain and “‘stuffiness” alleviated. 


Wide margin of safety . . . effectiveness . . . convenience ... ease of appli- 

cation . . . all these adapt ‘Benzedrex’ Inhaler for use by both children and | 
adults, particularly between office treatments. As Byrne points out, “the | 
ease of the administration of the drug recommends itself to the ambulatory 
patient and tends to make more certain the patient’s use of the material.” | 


— New England J. Med. 209:1048, 


Inhaler 


For your patients’ comfort between visits to your office 


formula 


Each “Benzedrex’ Inhaler is packed with propylhexedrine, S.K.F., 
250 mg.; and aromatics. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. 
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(Continued from page 102) 


UROLOGIST — 31, FAMILY; BOARD QUALIFIED; 
Duke University trained; desire location needing urolo- 
gist; private practice or association; will consider all 
positions; have National Boards, 4 state Boards. Box 
2120 I, % AMA. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations, Shay Medical 
Agency, 55 E. Washington, Chicago. I 


WHEN IN NEED OF AMERICAN BOARD SPECIAL- 
ists to head departments, physicians for private prac- 
tice, public health or industry, lease write for 
recommendations. Burneice Larson, irector, Medical 
Bureau, 900 N. Michigan Ave., Chicago. I 


BOARD SURGEON AND GENERAL PRACTITIONER— 
in thirties; excellent qualifications; work as team; wide 
experience; desire relocation in area with future; income 
must be adequate. Box 2179 I, % AMA. 


AAGP MEMBER—37: CALIFORNIA LICENSE; PRES- 
ently located in Mid-West; desires change location to 
California; consider purchase of small medical building. 
Box 2192 I, % AMA, 


ANESTHESIOLOGISTS — TWO; BOARD ELIGIBLE 
January 1, and July 1, 1957; desire joint or individual 
practices preferably in East or South; both married, in 
thirties; category IV. Box 2199 I, % AMA. 


RADIOLOGIST—DIPLOMATE; AGE 34; MARRIED; 
family; veteran; desires full time independent location 
in small city or town; Mid-West or West. Box 2173 I, 
% AMA. 


SURGEON — 35; MARRIED; BOARD CERTIFIED; 


leaving government service; desires location on an indi- 
vidual or group basis. Box 2194 I, % AMA. 


PROFESSIONAL AND TECHNICAL AIDES 


WANTED—(a) MED. TECH; well qual. bact; Fla; $500. 
(b) CHEMIST; well qual. clinical chem and, also, 
exp. tissue tech; Ige teaching hesp; Calif. (c) RE- 
SEARCH ASS’T; trained physiology or chem. with 
knowledge of electron-microscope and, too, tech. for 
dental chem. dept, leading univ, MW. (d) MED. 
TECHS; 200 bed gen. hosp; town 60,000, Air Force 
Base, Navy Supply Depot; recreational center includ- 
ing mountain skiing; $350-$400; Pac. NW. (e) REG. 
TECH; pref. young man with degree, qual. serve in 
supervisory capacity, med, dept, foreign operations, 
important co; $510 plus complete mtce, tax free. (f) 
LAB. TECH; well-qual. chemistry; 200 bed hosp; 
Rhode Island: $4200. (a) LAB. TECH; qual. X-ray; 
hosp. post, Hawail. (h) TWO X-RAY TECHS; health 
dept., pub. is; Calif. Medical Bureau, Burneice 
Larson, 900 N, Michigan, Chicago. L 


WANTED —- PUBLIC HEALTH LABORATORY BAC- 
teriologist; 5 day week; start $333 monthly; County re- 
tirement system; California certificate necessary. Write 
to: Dr. Irena A, Heindl, P, O. Box 1607, Modesto, 
California. L 


WANTED — BLOOD BANK TECHNICIAN; REGIS- 
tered or unregistered; 225 bed hospital; 40 hour week, 
room, board and laundry furnished. Write: Superintend- 
ent, Physicians Hospital, Plattsburgh, New York. L 


WANTED—TISSUE TECHNOLOGIST; TO HEAD DE- 
partment in a large Gulf Coast private hospital, 350 
beds; busy service, plus active outside work; must have 
5 to 7 years experience, able to train assistants, and 
teach in accredited school; air-conditioned laboratory; 
new hospital; 4 pathologists; appointments provisionally 
ay starting salary $350 plus benefits. Box 2118 L, 


TWO QUALIFIED MEDICAL TECHNOLOGISTS—FOR 
hospital laboratory; 40 hour week; no night or weekend 
call; two weeks paid vacation; to $360 per month for 
registered technicians; meals on duty; living quarters 
available; pleasant, convenient Chicago suburb, Contact: 
Pathologist, Ingalls Memorial Hospital, EDison 3-2300, 
Harvey, Illinois, L 


HOSPITALS AND SANATORIA FOR SALE 


FOR SALE OR LEASE—10 BED MODERN HOSPITAL 
and clinic; completely equipped; in town of 2500 within 
30 minutes of Dallas, Texas; town located on 4 lane super 
highway; large growth area; established 6 years; excel- 
lent practice established with excellent income; owner 
has made enough and desires to take long overdue vaca- 
tion. Box 2237 O, % AMA. 


PRACTICES FOR SALE 


ALASKA — SOUTHEASTERN; GENERAL PRACTICE; 
well-established; 7 room office; X-ray; fully equipped; 
hospital facilities; staff privileges; hydroelectric and 
pulp industry project; leaving to specialize; very reason- 
able. Box 3124 P, % AMA, 


CALIFORNIA—1/5 INTEREST IN THRIVING, WELL- 
established and equipped group Los Angeles area; $1000 
monthly income guarantee against percentage; minimum 
$10,000 down required. Box 2228 P, % AMA. 


CALIFORNIA — CENTRAL; RADIOLOGIC PRACTICE 
for sale; well equipped offices; an old established going 
business; come, see, receive details and make an offer; 
no drawn out correspondence; act now. Box 2023 P, % 
AMA, 


DISTRICT OF COLUMBIA-—-ACTIVE GENERAL PRAC- 
tice for rent or sale; due to death; attractive financing; 
excellent location; detached office: 4 rooms and bath, 
fully equipped and air-conditioned on same lot with 
residence of 8 rooms, 3 baths, facing separate street. 
Mrs. Fishman, 1414 Underwood Street, N.W. 
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treatment and prevention: 
of superficial 
fungous infections 


especially 
DERMATOMYCOSIS PEDIS 
(athlete’s foot) 


For best results from continuous 
therapy, the following simple 
regimen is suggested: 


DAY 


Each morning, freely dust Des: 
enex Powder Zincundecate on 
feet (rubbing in to insure con- 
tact) and in shoes and socks. 


Cures the average moderate to 
severe case in two to three 
weeks. 


Desenex: 


OINTMENT and POWDER 
ZINCUNDECATE 
and SOLUTION 

UNDECYLENIC ACID 


e Potent antimycotic action 
e Soothing antipruritic effect 
Virtually nonirritating 


Write today for 
samples and literature 


Available at all pharmacies 


ABORATORII 


TERN 


J.A.M.A., November 3, 195¢ 


ILLINOIS—CHICAGO; GENERAL AND INDUSTRUy, 
over $25,000 yearly income salary alone for the past 1b 

steel office equipment; ring; » 
Box 2256 P, % AMA. — 


ILLINOIS—PRACTICE IN TOWN 25,000 POPULATiI9x 
northwestern Illinois; includes lovely house opposii, 
schools; lease of 5 room office with all equipment $22 99 
awh finance with reasonable down payment. Box 2217 p 


ILLINOIS—GENERAL PRACTICE; GLENVIEW, ILL. 
nois; growing community near Chicago; office furniture 
and instruments optional; hospital available; Dercentage 
basis. Mrs. Fort, 718 Windsor Road, Glenview 
Tilinois. P 


NEW JERSEY — IDEAL FOR YOUNG PHYSICIAN 
active established general practice with residence anj 
office; located in suburban area of New Jersey; Vicinity 
of Philadelphia; growing community with lucrative prac. 
tice which is unopposed; leaving State to specialize 
Write or call: Markeim-Chalmers, 540 Cooper Stree: 
Camden, New Jersey, Woodlawn 3-8800. P 


NEW JERSEY—GENERAL PRACTICE IN A RAPIDLY 
growing small town 50 miles from New York City 
established 10 years; home office combination and equip. 
aa for sale; will introduce; specializing. Box 2198 P, 


NEW YORK — GENERAL PRACTICE; NEAR CATs. 
kills, area includes 5 nearby towns; lovely brick home 
with 3 room office suite; access to Thruway, 2 hospitals, 
gv schools; leaving due to illness. 2250 P, 


NEW YORK—WESTERN; GENERAL PRACTICE FOR 
sale; weil-established in combination with fully fur- 
nished house; 5 years old; low overhead; open hospital 
4 miles; $5090 cash; balance out of income; wonderfyl 
cpocrtey for younger man; reason for sale: retirement, 
Box 2195 P, % AMA. 


TEXAS—THRIVING PRACTICE IN COUNTY SEAT IN 
central Texas in good farming, ranching and oil con- 
munity; 7 rooms at fraction of purchase price with terms 
arranged to suit; residency. Box 2239 P, % AMA. 


VIRGINIA — ESTABLISHED EAR, NOSE AND 
throat practice; in metropolitan area; family demands 
force splitting of 2-city practice with complete equip- 
ment; will introduce, remain associated as desired; 
terms, Box 2164 P, % AMA. 


APPARATUS ETC. FOR SALE 


14 x 17 X-RAY CABINET—8% x 11 MEDICAL REC- 
ord file; both with sliding rs; 3-5-8 compartment 
size; price starts $75; 50% discount on new X-ray in- 
tensifying screens; America’s largest distributor of X-ray 
cabinets; catalogue. Hanley Medical Equipment Con- 
pany, 5614 South Grand, St. Louis 11, Missouri. Q 


BECAUSE RETIRING, SELLING MODERN, SHOCK- 
proof equipment—perfect condition; 2 complete diag- 
nostic units, Flexrav therapy machine, Stanford stereo- 
scope—portable unit, all accessories. Gentz Perry, MD, 
635 Church St., Evanston, Illinois. Q 


SELL US YOUR X-RAY, MEDICAL AND HO0s- 
= equipment; we buy anything from an office to s 
pital; send your list of excess conteenent for prompt 
attention. Medical Salvage Co., Inc, 217 E, 23rd &t., 
New York, New York. Q 


BRAND NEW SURPLUS—1l4 X 17 BUCK CASSETTES 
with mid-speed screens, $42; lead lined storage chests, 
mobile, gray hammertone, $37. Price F.0.B. New York. 
Medical Salvage Co., Inc., 217 E. 23rd Street, New York, 
New York. Q 


EYE OFFICE EQUIPMENT—COMPLETE; NO DOWN 
payment; long easy terms; Los Angeles, California. Bor 
2216 Q, % AMA. 


FOR SALE—AT 40-50% OF COST; SEVEN ROOMS 
complete office equipment including steel-line sets, 
X-ray, EKG, autoclave, microscope, Gradwohl table, etc.; 
St, Joseph, Missouri. Box 2193 Q, % AMA. 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; available for physician, hospital, or laboratories. 
Marry Wells, 400 E. 59th St., New York 22, New York. 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y 


FOR RENT 


MEDICAL CLINIC FOR LEASE — CENTRAL LOCA- 
tion in long-establish.d and rapidly expanding souther 
California Beach area; dignified quarters include «(trac 
tive waiting room, nurse station, laboratory, 10 examina- 
tion and treatment rooms for infants and adults, 
diathermy room, surgery and other rooms, parking sp#ce: 
will lease space, and will sell up to date equipment 
lessee. Box 2251 T, % AMA. 


WHY NOT—START YOUR PRACTICE IN THE FAST 
growing community of Escondido, the gem of Souther 
California; have 100 x 129 ft. corner located in hospil® 
and clinic district of down town Escondico; will build “ 
suit for right party on long term lease, at reasonable 
rental. Don’t delay, write or phone: Gordon, P. 0. T 
1216, Escondido, California, Sherwood 5-1247. 


(Continued on page 110) 
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This Poster 


appeared on the cover of the October 22, 
1956 issue of AMERICAN DruGGist magazine, 
which goes to every drug store in the U.S. 
The note at the bottom of the cover urged 
druggists to display the poster in their 
stores. 


By displaying the poster, AMERICAN Druc- 
Gist points out, the druggist can convey to 
the public an urgently needed reminder — 
something the individual physician himself 
cannot do . . . because medical ethics forbid 
him to advertise. 


Basis For Figure 


The reference in the poster to ‘‘34,000,- 
000 people who are ill but don't know it" 
is based on a statewide survey by research- 
ers at Michigan State College. The research- 
ers asked a cross-section of the population 
what illnesses they thought they had. The 
people were then examined to find out 
what illnesses they actually had. 


Publication of this poster is the latest step 
in AMERICAN DruGGIST'S program to show 
the nation’s pharmacists how they can 
make easier the day-to-day job of the phy- 
sicians in their communities. 


Te Make It Easy For You 


Early this year, AMERICAN DruGGist urged 
every pharmacist to set up in his prescrip- 
tion department a ‘‘New Rx Products” sec- 
tion — to make it easy for you to see and 
examine the new drugs that are available 
for your consideration . . . locally. 


We have also urged every pharmacist 
to maintain, in conjunction with his ‘New 
Rx Products” section, a file of AMERICAN 
Druccist Fact Cards — especially designed 
to give the busy physician, in less than a 


34,000,000 PEOPLE 


in this country are walking 
around with a disease —and 
don’t know it. Are you? 


THE ONLY WAY to make 
sure that you’re up to par is 
to see your physician for a 
full checkup —twice a year. 


minute-and-a-half, the essential facts he 
needs to know about a new Rx item. 


Already, your druggist’s file of Fact 
Cards includes the products of the following 
pharmaceutical houses: 


Armour Labs Pitman-Moore 
Burroughs Wellcome Premo 
Chicago Pharmacal A. H. Robins 


Lakeside Labs Roerig 

Lloyd Bros Schering 
Mead Johnson Walker Labs 
Nordmark Westwood 
Parke-Davis Wyeth 


Next time you visit a retail pharmacy, 
note how the pharmacist is helping you — 
with his ‘‘New Rx Products” section .. . 
with his file of AMERICAN DruGGist Fact Cards 
. . . and now with his poster urging people 
to get regular medical checkups. 


American Druggist 
250 W. 55 St., New York City 19 


Pharmacy’s leading publication 
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_Building-Blocks for Better Babies 
S-M-A’ 


Comprehensive Formula 


for Sound Infant Nutrition _. 


Wyeth offers physicians these free 
aids for distribution to mothers in their 
practice: the Mother’s Gift-Pak of 
S-M-A (for new mothers) and an illus- 
trated guide, “Your Baby Book”’ (for 
expectant mothers). For your supply, 


“oo speak to your Wyeth representative. ES 
Supplied: Instant S-M-A Powder, glass jars of 
3.54 oz.; cans of | Ib. S-M-A Concentrated = 


Liquid, cons of 13.9 fl. oz. 


modern infant formula Wijeth 
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Philadelphia 1, Pa. 


4 
« 

Wyeth 
| 


The 10th A.M.A, Clinical Meeting in Seattle will feature a related, balanced program of lectures and clinical conferences. Attention 
will be focused upon the diseases and conditions most frequently met by the General Practitioner. 


Registration will begin at 8:30 a.m., Tuesday, November 27. The meeting will close each evening at 5:30 p.m., and Friday, November 
30, at noon. Major emphasis will be on Obstetrics, Fractures, Heart Disease, and Psychiatry. Other topics will be: Arthritis, Derma- 
tology, Gastro-Intestinal Diseases, Neurology, Gynecology, Pediatrics, Pulmonary Diseases, Surgery. 


An important part of the meeting will be the Scientific Exhibits, which provide an opportunity to see at first hand the new 
techniques and treatments. The latest in efficient equipment for the General Practitioner will be shown by America’s leading 
firms in the Technical Exhibits. 


Plan now to attend this meeting in the beautiful Northwest. 


come to the valuable 


CLINICAL MEETING 
SEATTLE—NOP. 27-30 


schedules of rates (subject to change without notice) 


No. on 
Map Hotels Singles Doubles Twins Suites 
1 Benjamin Franklin $7.00-9.00 $10.50-12.50 $11.50-16.50 $22.00-35.00 
4 Camlin Hotel 9.00 12.00 12.00-14.00 
5 Claremont Apt. Hotel 6.00-7.00 7.00- 8.00 8.00-10.00 
7 Earl Hotel 4.50-5.00 6.00- 6.50 7.00 
8 Edmond Meany 6.00 9.00 10.50 
9 Exeter Apt. Hotel 7.00 9.00 11.00 
11 Hungerford 5.50 8.00 14.00 
12 Mayflower 6.00-7.00 8.00-10.00 9.00-10.00 
15 New Washington 6.00-up 8.00-up 9.50-up 
16 Olympic Hotel (Headquarters) No Rooms Available 
18 Roosevelt Hotel 5.50-6.50 7.50- 8.50 9.50-11.00 13.00 
20 Spring Apt. Hotel 8.50 10.50 12.50 17.00 
21 Stewart 5.00-6.00 
22 Stratford Hotel 5.00 6.50 
24 Vance 5.25-6.25 7.00- 9.00 8.50-10.00 s.........44 
27 Windsor 6.00-8.00 8.00-10.00 9.00-12.00 14.00 


MEMBER PHYSICIAN’S ADVANCE REGISTRATION 


Please fill out this coupon in full and return it before Nov. 9, 1956 to the American Medical Association, 535 N. Dearborn St., 
Chicago 10, Illinois, and receive your registration identification card for the Seattle convention. 


(Please print your name) 


(Journal Address—Street, City, Zone and State) 


1 do hereby declare that | am a Member of the State Medical Association 


or in the following government service: 


(Every physician must register in his own name) 
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All reservations for Seattle hotels listed should be 
cleared through the A.M.A. Subcommittee on Hotels 
before November 15, 1956. Use the form below and 
mark your calendar so that you'll be in Seattle 
November 27 through November 30, 1956. By taking 
a few moments pa you will assure yourself of a 
hotel reservation and save much time at the regis- 
tration window. Those who register now will receive 


an admission card by mail. 


make your hotel 
reservations now! 


e 
; Seattle Hotel Association APPLICATION FOR HOTEL ACCOMMODATIONS : 
. 315 Seneca St. FOR A.M.A. CLINICAL MEETING ° 
° Seattle, Wash. Be sure to give four ch ices of hotels ° 
e (Please print or type) : 
Please reserve the following: 
Hotel Hotel 
First Choice Third Choice 
Hotel Hotel 
Second Choice Fourth Choice 
ROOM(S) With bath for. person(s). Rate per room. 
Room(s) with double bed for Person(s). Rate per room. 
Room(s) with twin beds for person(s). Rate per room. 
Suite (parlor and bedroom) for......... person(s). Rate 
e A.M. 
: Rooms will be occupied by: (Please attach list of additional names if you do not have sufficient space here. Z 
° Also list ages of children, if any.) Print or type . 
e Name Street Address City Zone State : 
: if you are a technical exhibitor, be sure to give name of firm and individuals to occupy room or rooms reserved. 
e Name 
Mailing Address ° 
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to balance 
the flesh 
of obesity 


Camp sup- 
ports for obe- 
sity are scien- 
tifically de- 
signed to 
create a foun- 
dation around 
the pelvic 
girdle and 
bring the ex- 
cess weight 
more in line with the center of 
gravity; thus relieving muscle 
strain of back, feet and ankle 
joints. Immediate professional fit- 
ting is available from stock at your 
Authorized Camp Dealer. 


PORTS. APPLIANCES 
JACESON, MICHIGAN 


INDEX TO ADVERTISERS 


FIRM PAGE 
Abbott Laboratories 36, 58-59, 70 
American Cyanamid Co., 

Fine Chemicals Division 96-97 
American Druggist Magazine.. 105 
American Optical Co. ....... 80 
Armour Laboratories 29 
Arnar Stone Laboratories, Inc. ; 19 
Bellevue Place 113 
Borcherdt Malt Extract Co. <ve 
Bristol-Myers Co. ... 8 
Bronstein, Harry, D.D. 34 
Burdick Corp. 86 
Burroughs Wellcome & Co., Inc. ............+++ 9, 22-23 
Camp, S. H., & Co. ........... 110 
Ciba Pharmaceutical Products, Inc. 

siliainabotessis>sbcliseensriceesdade 4-5, 20, 54, 75, 99 
Colwell Publishing Co. . "e 
Eaton Laboratories, Inc. 12-18 
Endo Products, Inc. ........ 28 
Fairmount Maternity 1138 
Fleet, C. B,, Co., Inc. ; 68 
Geigy Pharmaceuticals ....................++ $1, 42-43, 48 
Hanson Scale Co. ....... = 
Hotel Reservations 
Leeming, Thomas, & Co. 
Lederle Laboratories ................ 39, 46 & 47, 81, = 
Lippincott, J. B., Co. 7 
Lloyd Bros., Inc. 33 
Luzier’s Inc. 94 
Mallinckrodt Chemical Works 64 
Maltbie Laboratories Division, 

Wallace & Tiernan, Inc. .104 
Marbel Blood Calculator Co. ............c.ssssccsssssees 113 
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SAYREVILLE, NEW JERSEY — AREA 16 SQUARE 
ys population estimated 20,000 and rapidly ; 
home of 5 heavy industries; 7 poe Hon ces and 3 stores 
available in heart of town; for doctor, 
optometrist, druggist. a Karcher, Box 1 
Sayreville, New Jersey 


HAVE OFFICE SPACE FOR DOCTOR—IN NEW SEC- 
lent location across from drug new b uliding. E. F. 
Miller, 525 W. Roosevelt Ra, Tae, Tilinois. = 


REAL ESTATE FOR SALE 


FOR SALE — IDEAL FOR DOCTOR’S OFFICE AND 
living quarters; in best section of Fort Lee, New Jersey; 
7 year old corner brick es 6 large rooms, 3 baths, 
1 bedroom on Ist floor; 2 and bath, 2nd floor ; 2 car 
garage and 4 rooms in high basement sidewalk level 
entrance to office; in fast growing community near George 
Washington Bridge; price $38,000. Box 2246 X, % AMA. 


PUBLISHERS AND PRINTERS 


PRESCRIPTION SPECIAL—5000 FOR $14—16 LB. RAG 
bond, 4” x 544”, pads of 50; send your present prescrip- 
tion for copy; include check with order; we pay postage; 
Satisfaction guaranteed; 2 weeks delivery. Fallsburg 
Printing Co., Box 827, South Fallsburg, New York. GG 


HIISTACOUNT, 


MEDICAL WRITING 


PROFESSIONAL MEDICAL WRITING SERVICES — 
papers, theses, books, reviews, abstracts, Blue Pencil, 
Box 1416, Grand Central Station, New York 17, New 
York. 


SALESMEN WANTED 


SALESMEN—TO SELL ELECTRIC THERMOMETER 
to hospitals and specialists; this equipment is finding 
ever-increasing applications in anesthesiology and neuro- 
surgery by many leading hospitals; liberal commissions; 
write details on territory covered and lines carried. 
Box 2178, % AMA. 


PATIENTS’ RECORDS AND FILES 


PRINTING PATIENTS® RECORDS 
BOOKKEEPING SYSTEMS * FILES 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 


HANSON Nursery Scale 


Professional Beam Type 


MODEL No. 3036 


A scale of fine, precision construction 
for accurate weighing. Hardened steel 
bearings and pivots throughout. Three 
chrome plated beams with deeply 
etched graduations amply spaced for 
easy 14 oz. readings. Capacity 36 Ibs. 
by oz. Dimensions 12)4” x 8”, 
tray 1914” x 11”. 

This is unquestionably one of the 
finest beam type nursery scales. 


For home use, Model 3025 spri ing 
type nursery scale is recommend. 


HANSON SCALE CO. (Est. 1888) Northbrook, Ill. 
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For a limited time, here’s your chance to acquire a fine Picker 200 ma 
x-ray combination at a very substantial saving. Not skimpy 
“built-to-price” equipment, mind you, but a standard 
Picker Centurion II x-ray unit with all the advantages (too many 


Small-focus rotating anode x-ray tube 


projected knife-edge lightbeam. 


easy, accurate radiographic centering by 


PICKER X-RAY [CORPORATION 
25 South Broodwey, | White Ploins, ¥ 


Smooth-gliding floor-ceiling 
Twintrack tubestand rotates full circle 


to list here; we can cite only a few) that mean so much in with 90° clickstops. Rigid 
operating ease, technical flexibility and long-term satisfaction. _se!f-swallowing telescopic tubearm 


slips x-ray tube deftly into place 


If you’ve been thinking of investing* in a new x-ray machine under table for fluoroscopy. 


or upgrading your present facilities, this is opportunity f 
| knocking. Your local Picker representative will be glad 3 
uA to show you why. Call him in. 


Heavy duty Picker generator (200 ma, 
100 KVP) and distinguished upright 
control cabinet. Automatic Monitor 
operation. Full-range time-KV 
selection without technical 
compromises. 


*If you'd rather, you can also realize these savings through the 
Picker Rental Plan. Ask the Picker man about it while you're at it. 


=—PIicKeER x-RAY SS 


High-style “prestige” table, luxurious finish. Clear access all around 

— front, back, both ends — no protruding floor obstructions. Poised hand-rock 
or quiet motor-drive. Weight counterbalanced fluoroscopic tower with 
either full size screen or Polyfilmer for 8” x 10” spotfilms (as shown here). 
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Typical Sanka Booth At Medical 
Conventions All Over The Country 


You said,” THIS IS REAL COFFEE!” 


and your patients will agree! 


“Real coffee—delicious coffee!” Such was your en- _ Instant Sanka Coffee. All the pure coffee goodness is 

thusiastic comment at medical conventions —when _ there for you to enjoy. 

you tasted Instant Sanka Coffee at the Instant Sanka Why not share the good news with your patients? If 

Booth. And, Doctor, you couldn’t be more right. they’re sensitive to caffein—if they’re sensitive to good 
Only the caffein has been removed from full-bodied  coffee—then Instant Sanka Coffee is for them! 


INSTANT 
SANKA COFFEE 


All pure coffee... 
97% caffein-free 
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PROCTOLOGY and GASTROENTEROLOGY 


a es course comprising attendance at clinics and lectures; In- 
_struction.in_examination, diagnosis and treatment; pathology, radi- 
ology, anatomy, operative proctology on the cadaver, anesthesiology, 
witnessing of operations, examination of patients preoperatively and 
postoperatively in the wards and clinics; attendance at departmental 
and general conferences. 


PRACTICAL ELECTROCARDIOGRAPHY 


A two weeks part time elementary course for the gee based upon 
understanding of principles. Standard, unipolar and 
electrocardiography of the normal heart. Bundle branch block, ventricular hyper- 
trophy, and myocardial infarction considered from clinical as well as electro- 
cardiographic viewpoints. Diagnosis of arrhythmias of clinical significance will 
be emphasized. Attendance at, and participation in, sessions of actual reading 
of routine hospital electroeardiograms. 
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NEW YORK POLYCLINIC MEDICAL SCHOOL AND HOSPITAL 


THE PIONEER POST-GRADUATE MEDICAL INSTITUTION IN AMERICA—ORGANIZED 188! 


OBSTETRICS and GYNECOLOGY 


A two months full time course. In Obstetrics: lectures; prenatal clinics; attending 

nermal and operative deliveries; detailed instruction in operative obstetrics 

(mantkia). X-ray diagnosis in obstetrics and gynecelogy. Care of the newborn. 

in Gynecology: lectures; touch clinics; J operations; examination of 

cal pa u ies in nes ° 

at and gynecology on the 


SURGICAL PATHOLOGY 


A systematic series of lectures is presented covering the lesions encountered in 
the practice of surgery. These are iliustrated with fresh material from the 
operating room, gross specimens from the museum and kodachrome and miecro- 
projected slides. The latest advances in bleed grouping and transfusion reactions; 
didactic procedures, such as frozen sections, surgical biopsies, sponge biopsies, 
and aspiration of body fluid and secretions, are outlined. 


For Information about these and other Courses, Address: THE DEAN, 345 West 50th Street, New York 19, N. Y. 


SIMPLIFY BLOOD CELL COUNTING 
MARBEL BLOOD CELL CALCULATOR 


© Always Accurate © Faster Count ¢ Easy to Operate 
No more tedious computations. Five keys for five fingers of either hand 
and three smaller keys for the Schilling Hemogram: Stabs, Juveniles, and 
Myelocytes. Count, add and calculate to 100 in one minute without 
removing eyes from microscope. Price $75.00, black finish. 


THE MARBEL BLOOD CALCULATOR CO. 
5200 S. HARPER AVE., CHICAGO 15, ILL 


SECLUSION Est. 1909 MATERNITY 


FAIRMOUNT HOSPITAL 


Modern hospital, large yard, 
on room 
Rates reasonable. in certain eases work given to 
reduce expenses 
Private sanitarium with eertified obstetrician 
in eharge. All adoptions arranged through 
juvenile court. Early entrance advised. All cor- 
respondence confidential. 
Write or phone 

Helen Am 


Supt Wabash 3-3577 
4911 East 27th St., 


Kansas City, Mo. 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your 
community. 


American Medical Association, 535 North Dearborn St., Chicago 10 


BELLEVUE PLACE 


for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


Symposium Courses 


Nov. 1-3 OBSTETRICS 
Nov. 12-15 INTERNAL MEDICINE 

Jan. 14&15 | PULMONARY DISEASE CLINIC 
Jan.16&17 GASTROENTEROLOGY 

Jan. 21-24 SURGERY 

Feb. 11-14 RADIOLOGY & RADIOACTIVE ISOTOPES 
Feb, 25 & 26 THE HEART: CARDIAC ARRHYTHMIAS 
Feb. 27 & 28 NEUROLOGY 

Mar. 6 A SYMPOSIUM ON PAIN 

Mar. 11-13 PEDIATRICS 

Mar. 18-21 ELECTROCARDIOGRAPHY 

Mar. 25-27 HEMATOLOGY 

Apr. 8-12 OPHTHALMOLOGY & OTOLARYNGOLOGY 
Apr. 15-17 ANESTHESIOLOGY 

Apr. 18 &19 CARDIAC AUSCULTATION 


Intermittent Courses 


Oct. 18-Apr. 18 GENERAL PRACTICE 
Afternoon sessions, 3rd Thursday of each 
month. 
Nov. 15-Mar. 21 SURGERY—OPERATIVE CLINICS 
All-day program on 3rd Thursday of each 
month, except January. 
KANSAS CIRCUIT COURSE 
Afternoon and evening sessions, one day each 
month at each of e following centers: 


Dec, 4-May 3 


Concordia, Colby, Garden City, Great Bend 
Manhattan, 
Emporia. 


Hutchinson, Arkansas City and 


Courses in Postgraduate Medicine 
- To be offered by 
The University of Kansas School of Medicine 


1956-57 


Correspondence Courses 


Oct. 19-Apr. 19 INTERPRETATION OF ELECTROCAR- 


Apr. 19-Oct. 18 DIOGRAMS—I 
26 weekly lessons. 


Nov. 22-May 23 INTERPRETATION OF ELECTROCAR- 


May 16-Nov.14 DIOGRAMS—II 
26 weekly lessons. 


Special Skills 
(Courses in Labaliaery & Diagnostic Technics) 


Feb. 10-Apr. 14 RADIOLOGICAL PHYSICS 
Two-hour session on Sundays. 


June 10-22 HISTOCHEMISTRY 
By arrangement eee USE OF RADIOACTIVE ISO- 


For program announcement, registration card and full infor- 
mation, write: 


DEPARTMENT OF POSTGRADUATE 
MEDICAL EDUCATION 
Box 200 
University of Kansas School of Medicine 
Kansas City 12, Kansas 
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| Fifty million times a day 
; at home, at work 


or while at play 


There’s 
nothing 
like 


1. SO BRIGHT ... so right for 
you ... SO tangy in taste, 
ever-fresh in sparkle. 

2. SO BRACING... so quickly 

Z refreshing with its bit of 

. wholesome energy. 


“COKE 1S A REGISTERED TRADE-MARK COPYRIGHT 1955, THE COCA-COLA COMFANY 
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ABORT 
ASTHMA 
ANXIETY 


ISUPREL 


hydrochloride 


Anxiety is checked because Isuprel acts fast—faster 
than injected epinephrine or other measures. Isuprel 
goes straight to the bronchi—to dilate them, dis- 
lodge mucous plugs, quickly raise sputum. 


IN MILD ASTHMA 


“. immediate and complete relief after one course 
of 3 to 6 inhalations.”” 


IN SEVERE ASTHMA 
“Response was quick in every case, beginning in 


1 
two to three minutes...” 
1. Gay, L. N.; and Long, J. W.: J.4.M.A., 139:452, Feb. 12, 1949. 


RELIEF AT THE PATIENT’S FINGERTIPS 


Isuprel solution is administered by a small 
plastic pocket nebulizer or any standard glass 
nebulizer for home use. To abort mild asthma 
attacks, Isuprel Glossets® (brand of sublingual 
tablets), 10 mg. and 15 mg. 


LABORATORIES 


New York 18, N. Y. Windsor, Ont. 
Isuprel (brand of isoproterenol), trademark reg. 
U. S. Pat. Off. 


MORE THAN 70 PUBLISHED STUDIES 


Treatment of Asthma 


Bernstein, Clarence: and Klotz, 8. D.: J.4.M.A., 
157-811, Mar. 5. 1955. 


Effective treatment of asthma util- 
izes a wide range of modalities: 
pharmaceutic, endocrine, antibiotic, 
psychologic and. physiotherapeutic. 

Among drugs, sympathomimetic or 
adrenergic agents are mainstays for 
alleviating the acute attack. Epineph- 
rine administered by the physician 
or isopropylarterenol {Isuprel] neb 
ulized by the patient usually controls 
acute bronchospasm. When these are 
not adequate, aminophylline, seda- 
tion, expectorants, oxygen, parenteral 
fluids, corticotropin, cortisone and 
bronchoscopy may be required. Ex- 
cept when asthma is “wet,” antihis- 
tamines are of little value. For loosen- 
ing and liquefying thickened bronch- 
ial secretions nebulized Alevaire® is 
useful. It lowers the surface tension 
of the interface between mucous mem- 
branes and accumulated secretions. 

Long range definitive treatment is 
based on investigations of allergic 
factors, physical status (chest roent- 
genograms, sinuses) and psychologic 
factors. Middle aged patients with 
asthma complications such as em- 
physema and bronchiectasis require 
cardiac study. Antibiotics control in- 
fection before it precipitates acute 
asthma attacks. Intermittent positive 
pressure breathing apparatus, exsuf- 
flation and special breathing exer- 
cises are often valuable adjuncts. 

The lack of specificity of all of the 
above noted treatments has left a vac- 
uum into which psychotherapy has 
rushed. Release of such emotions as 
anxiety, anger, frustration, hostility 
and aggression will make any per- ° 
son function better and return physi- 
ologic deviations (asthma) toward the 
norm. Thereafter asthma may remain 
subclinical for prolonged periods. 
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new 100 mg. capsule 


for greater convenience and dosage flexibility 


Colace 


DIOCTYL SODIUM SULFOSUCCINATE, MEAD JOHNSON* 


softens stools for easy passage 


without laxative action - without adding bulk 


In chronic constipation and in patients with hem- 
orrhoids, Colace provides a gentle way to prevent 


hard stools. 
By reducing surface tension, Colace increases the 
wetting efficiency of intestinal water. This keeps a 


stools normally soft and softens hardened stools for 
easy, natural passage. 


SUGGESTED ORAL DAILY DOSAGE? 


Oto 3years....10to 40mg. 
3to 6years....20to 60mg. 
6to 12 years... .40 to 120 mg. 
Adults......... 50 to 200 mg. 


+Colace may be given in divided doses. The higher 
dosage is recommended during initial phase of 
therapy. Dosage should be adjusted as required by 
individual response. 


Note: When bowel motility is impaired, a mild peri- 
staltic stimulant or Colace-containing enemas may 
be needed in addition to Colace by mouth. 


THE COLACE FAMILY 


Colace Capsules 100 mg., bottles of 30, 60 and 250. 
Colace Capsules 50 mg., bottles of 30, 60 and 250. 
Colace Liquid (1% Solution: 1 cc.=10 mg.), 30 cc. 
bottles with calibrated dropper. 


100 mg. 50 mg. Liquid °Patents pending 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


a: 


